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A Teaching Kit for Diabetics 





for maximum convenience 
and ease of self-injection 
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The result of careful planning and experience, Diabetic 
Injection Kit (No. 70) makes self-injection safer and more 
convenient for your patients. Designed for easy maintenance 
of sterile equipment, this handy kit contains STERITUBES® 
for carrying sterilized syringe and needles, vials for cotton 
and alcohol, and space for two vials of insulin. Case has been 


designed to accommodate the Busher Automatic Injector. 


B-D Insulin Syringes: Individually gauged and certified 
for accurate dosage —different colors for different scales 
simplify administration of various strengths of insulin — scale 


markings fused on the glass for easier reading. 


B-D Needles: Assure easy penetration — minimize seepage 
and afterpain— precision ground for greatest keenness, uni- 


formity and safety. 


Becton, Dickinson AND COMPANY, RUTHERFORD, 


B.C AND STERITUBE, T.M. REG. U.S. PAT. OFF 
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Falconer and Patterson— 
CURRENT DRUG HANDBOOK 


1959-60 Volume 


In tabular form this indispensable reference gives you 
concise technical data on 1000 drugs in current use. For 
each drug there is pertinent information on: names and 
uses; normal dosage; methods of administration; prepa- 
ration; poisoning; etc. Drugs are grouped according to 








Perkins — ASEPTIC 
TECHNIQUE for OPERATING 
ROOM PERSONNEL 


A New Book! Principles basic to operat 
ing room nursing are concisely presented 
in this unique manual — including those 
things the nurse must know in order to 
scrub and circulate in an operating room. 
Evolved through actual use, the manual 
is divided into 7 basic units, covering: 
Orientation—Basic Sciences—Sterilization— 
Development and Principles of Aseptic 
Technique — Preparation of Patient for 
Surgery and the Operating Room Nurse’s 
Responsibilities — Selection, Preparation 
and Use of Specific Operating Room Ma- 
terials — Basic Consideration for all Types 
of Surgery. The manual ideally serves as 
a guide for basic nursing students, gradu 
ate practical nurses, operating room tech- 
nicians and surgical aides. 

By Eruine W. Perkins, R.N., M.S. in N.Ed., 
Associate Director, Department of Nursing and 
Assistant Professor of Nursing, Medical Col- 


lege of Virginia. About 100 pages. About $3.00. 
New—Just Ready! 


W. B. SAUNDERS COMPANY 


Please send me the following books: 


(1) Remittance Enclosed 


Dithiazamine iodide 
Panthothenyl alcohol 
Dibutoline sulfate 
Valethamate bromide 
Sodium liothyromine 
Pancreatic Dornase 


type such as antiseptics, anti-infective drugs, diagnostic 
drugs, metabolic drugs, etc. 


This 1959-60 volume is fully up-to-date. Among the new 
drugs and preparations you will find: 


Hexcetidine 
Isopropamide 
Promoxolane 

i riamcinolone 
Hexavitamin 
Penicillinase 


Lututrin 
Digoxin 
Mepazine 
Ethotoin 
Ristocetin 
Fumagillin 


By Mary W. Facconer, R.N., M.A., Instructor in Pharmacology, O'Connor 


Hospital School of Nursing, San Jose, California; and H. Rosert PATTERSON, 


UNDERS B.S., M.S., Pharm.D., 
San Jose College, and 


Brownell and Culver — 
THE PRACTICAL NURSE 


A Textbook of Nursing 
New (5th) Edition! Virtually a new book, 
this text is designed specifically for the 
practical nurse—helping her see her role, 
functions and responsibilities in today’s 
community health service. The patient is 
the prime consideration in this text, not 
the disease or the procedure. Similarities 
in all patient needs are clearly pointed 
out. The authors emphasize human rela 
tions, communications, emotional as well 
as physical care, legal aspects, preventive 
aspects, rehabilitation, total needs of the 
patient, body mec hanics, spiritual aspects, 
and teaching of the patient and his family. 
Discussions relate to patients in varying 
degrees of infirmity—ambulatory, mildly 
ill, seriously ill and dying. 


By KATHRYN OSMOND BROWNELL, R.N., B.S., 
Member of Committee, Brooklyn Y.W.C.A., 
School of Practical Nursing; and VIVIAN M. 
Cutver, R.N., B.Ed., Executive Secretary and 
Educational Consultant, North Carolina Board 
of Nursing Registration and Nursing Educa- 
tion. (Formerly Brownell’s Practical Nursing). 
About 795 pages, with 102 illustrations. About 
$5.50. New (5th) Edition—Just Ready! 


«Ae Today / —— eee 


West Washington Square 
Philadelphia 5 


0 CoD. 


[] Brownell & Culver’s The Practical Nurse, About $5.50 (send C.O.D. when ready) 


(] McAllister’s Ethics, $4.00 


(] Falconer & Patterson’s 1959-60 Current Drug Handbook, $2.75 


[) Perkins’ Aseptic Operating Room Technique, About $3.00 (send C.O.D. when ready) 
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Associate Professor of Bacteriology and Biology, 
Pharmacist, O’Connor Hospital. 161 pages. $2.75 


1959-60 Volume—J ust Ready! 


McAllister — 
ETHICS 


Applied to Nursing 


Second Edition! Every aspect of the nurse's 
moral life is considered in this practical 
guide—her personal relationships, virtues, 
rights and obligations, as well as ethical 
aspects of medical procedures. The author 
presents many situations involving moral 
principles which the nurse may encounter. 
He gives arguments for and against certain 
medical practices and follows these up 
with what is ethically right. Such topics 
include: a Person’s Right Not to be In- 
jured; Mutilating Operations; a Criminal’s 
Right to Life; etc. The first part of the 
book explains ethics in general, as this 
science applies to all human beings. The 
second part discusses particular aspects: 
Ethics regarding Self; Ethics regarding 
God; Ethics 
Ethics regarding Family and State. 


regarding Other Persons; 


By Josepu B. McALLister, S.T.B., Ph.D., As- 
sociate Professor of Philosophy, The Catholic 
University of America, Washington, D.C. 423 
pages. $4.00. Second Edition! 
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IN THIS ISSUE 


COVER: Darlene Bracegirdle, author of “A Teaching Kit for Diabetics,” 
observes as student nurse Mary Uttech demonstrates how the patient should 
practice administering insulin, using a rubber ball. Miss Uttech and Berna- 
dine Wehrmann, who portrays the patient, are second year students at 
Evangelical Deaconess Hospital School of Nursing. 


Janie Kuemmerer 


In “A Teaching Kit for Diabetics” (page 11), Darlene 
Bracegirdle, R.N., B.S., explains how the kit was 
developed at Evangelical Deaconess Hospital School 
of Nursing in Milwaukee, Wis., where she taught for 
two years. She has also done staff and private duty 
nursing in Kenosha and Waukesha, Wis. Mrs. Brace- 
girdle is presently a student in the graduate nursing 
school at Marquette University. She is a graduate of 
St. Luke’s Hospital School of Nursing, Racine, Wis., 
and holds a bachelor’s degree in nursing from Carroll 
College in Waukesha. 


Janie Kuemmerer, R.N., a graduate of Anderson 
Memorial Hospital School of Nursing in Anderson, 
S.C., and author of “A Co-ordinated Maternity Pro- 
gram” (page 16), is currently completing require- 
ments for a B.S. in Public Health Nursing. She also 
has a certificate in public health nursing from the 
School of Public Health of the University of North 
Carolina, During her nursing career Miss Kuemmerer 
has been an operating room staff nurse, and staff nurse 
at Winthrop College Infirmary, Rock Hill, S.C.; 
Oconee County Health Department, Walhalla, S.C.; 


and the Charleston County Health Department, Charleston, S.C. 


Grace Russo Pierce Raymond Pierzchalski 


Grace Russo Pierce, R.N., B.S., 
co-authored the article, “Everyone 
Knows But the Patient” (page 
19), with her husband, Raymond 
Pierzchalski, Ph.D. Dr. Pierzchal- 
ski received his doctorate in 1954 
from the University of Ottawa, 
af Canada. His wife, a graduate of 
a8 the Passaic General Hospital 
School of Nursing in Passaic, N.]., 
iolds a B.S, in Nursing Education 


from Catholic University of America, Washington, D.C. 





Margaret Marshall 
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An entire North Carolina county’s interest in public 
health is depicted by Lillian Hirt in “Rural Health 
Day” (page 25). Mrs. Hirt, director of publicity for 
Western Carolina College, Cullowhee, N.C., is a 
graduate of that college. To make it a family affair, 
her husband is a professor of physics there and their 
two children, David, 10, and Danny, 7, attend the 
campus laboratory school. At times Mrs. Hirt even 
teaches English and journalism at the college. She is 
active in many community activities, including the 
| a wv 


While studying for her master’s degree in psychiatric 
nursing at the College of Nursing, Rutgers, The State 
University, Newark, N.J., Margaret A. Marshall, 
R.N., M.S., wrote the clinical paper on “Hopelessness” 
that appears on page 30. A graduate of New Castle 
Hospital School of Nursing, New Castle, Pa., Mrs. 
Marshall also holds a B.S. degree from Rutgers. She 
was aided in her master’s degree study by a fellow- 
ship from the National Institutes of Health. Mrs. 
Marshall has served as a member of the United States 
Navy Nurse Corps. 
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A NEW GATEWAY TO 
THE BEAUTY, THE WISDOM, THE HERITAGE OF THE EAST 


This is the purpose of the EAST AND WEST BOOK CLUB: fo bring to your attention the 
most beautiful and authoritative books on Eastern and other exotic cultures—cultures that 
have always fascinated and frequently influenced the West. 


To acquaint you with the unique service—and marked economies—the EAST AND WEST 
BOOK CLUB offers its members, you are cordially invited to begin your membership with 
any one of these truly magnificent volumes, all recent selections of the Club, at the 


great savings noted. 


THE ANTHOLOGY OF JAPANESE LITERATURE 
AND MODERN JAPANESE LITERATURE 


Edited by Donald Keene. Makes the entire sweep of Japanese 
literature from its beginnings to contemporary times available for 
the first time to Western readers. Two vols.; boxed; 896 pp. 
List price $11.25; members’ price $7.95. 
AN INTRODUCTION TO THE STUDY OF CHINESE PAINTING 
By Arthur D. Waley. A classic work on the subject by the noted scholar 
and translator from the Chinese. 372 pp.; 84%" x 10%"; 50 illus. (7 in 
full color). List price $15.00; members’ price $9.95. 
MASTERWORKS OF JAPANESE ART 
Edited by Charles S. Terry. The most beautiful one-volume work on the 
subject. Traces Japanese painting, sculpture, architecture, ceramics, textiles, 
lacquer, and metalwork from prehistoric times. 100 full-page plates (40 in 
full color, hand-mounted); 35 text illus.; 264 pp.; 8%" x 12”. 
List price $17.50; members’ price $13.50. 
THE SCULPTURE OF AFRICA 
By Eliot Elisofon. Preface by Ralph Linton; text by William Fagg. The newest, 
most accurate, and certainly the most beautiful book on the subject: 256 pp.; 
11” x 14"; 405 magnificent photographs. List price $15.00; members’ price $10.95. 
THE ICONOGRAPHY OF TIBETAN LAMAISM 
By Antoinette Gordon. A full explanation of the meaning of forms and symbols 
in Tibetan art (and, by extension, in Buddhist art in general). 256 pp.; 
9” x 12"; 190 illus. (2 in full color); bound in silk and individually boxed. 
List price $12.50; members’ price $9.50. 


BOTH 
FREE 


ACCEPT WITHOUT CHARGE as a gift from the Club both these valuable 
books—the superb THE ODYSSEY: A MODERN SEQUEL by Nikos Kazantzakis (‘a monument to 
our age’’) and “‘the greatest Chinese novel ever published” —THE DREAM OF THE RED CHAMBER. 
The combined retail price of these two books is $17.50, but you may have them both free as a 
new member of the EAST AND WEST BOOK CLUB with your first selection. 


MAIL THIS COUPON TODAY 


with membership 


EAST AND WEST BOOK CLUB, Dept. 5, 106 East 18th Street, New York 3, N. Y. 


Mr. 


You may enter my name as a member of the 
East and West Book Club and send me with- 
out charge, BoTH The Odyssey; A Modern 
Sequel and The Dream of the Red Chamber 
together with the first selection that I have 
indicated below. I agree to buy five additional 
selections—or alternates—in the next twelve 
months, with the understanding that I am to 
receive a free bonus book after my fourth 
purchase. I am also to receive each month, 
at no cost to me, the East and West Book 
News containing an authoritative review of 
the forthcoming selection and descriptions 


of all other books available to me at special 
members’ prices. If I do not want the selection 
announced, I can return your form saying 
“send me nothing” or use it to order another 
book from among the many other titles of- 
fered. I may cancel my membership at any 
time after purchasing the five additional 
selections or alternates. 


SAVE the cost of postage and handling of 
your introductory offer by enclosing check or 
money order. 


Mrs. 
Miss__ 


Address__ 


—  ——— 


First selection: __ 
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please print 


__ Zone___ State 
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SPECIAL OFFER FOR NURSES 


New, therapeutically 
effective 


Oat ii eleanse pac‘ 


(Incidentally, preneunced ‘‘feam’’) 


for better skin hygiene 


“A more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


plloam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 


To: DOAK PHARMACAL CO., INC. 
295 Madison Ave., New York 17, N.Y. 
Enclosed $1.25 


Nome — a oe 
Address__ — — a 


City —_ Zone___ State__ 
DOAK PHARMACAL CO., INC. 
NEW YORK 17, N.Y. Please send me the [] Yellow C) Pink 


pifoam cleanse pac 


qn ewanan an esewanasanenasanasawanenesesanenanmasenenasel 
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Florence Nightingale Medals 


Three American nursing leaders re- 
cently were presented with The 
Florence Nightingale Medal, highest 
international Red Cross nursing honor, 
at the 34th National Convention of the 
American Red Cross. 

Recipients of the gold medal bearing 
the likeness of Florence Nightingale 
were Effie J. Taylor, former dean of the 
Yale School of Nursing, New Haven, 
Conn.; Lucile Petry Leone, assistant 
surgeon general of the United States 
Public Mealth Service; and Ruth Sleep- 
er, director of the Massachusetts Gen- 
eral Hospital School of Nursing. 

E. Roland Harriman, chairman of 
the American National Red Cross, pre- 
sented the award to the “for 
distinguished and devoted service to 
the sick and wounded in time of war 
and peace and in disasters.” The award 
is presented biennially by the Interna- 
tional Committee of the Red Cross in 
Geneva, Switzerland. Twenty-four other 
nurses from 15 other countries are also 
receiving the award this year. 


nurses 


Among the Last 


In the latest graduating class of St. 
John’s University, School of Nursing 
Education, were six members who were 
among the last nursing students to 
graduate under the provisions of Public 
Law 911, Title 2. 

This law, designed to promote the 
education of qualified candidates in 
teaching, supervision, and administra- 
tion of nursing, will expire during 1959. 
It paid each student’s tuition for one 
year and provided a stipend for living 
expenses. 

The six graduating students of the 
New York City school who received the 
benefits of the law were Elizabeth D. 
Larkin, Elizabeth GC. Baumgartner, Joyce 
Oswald, Sister Gerard, Sister Mary of 
St. John, and Sister Mary Thomas, 
R.S.M. 


N.H.C. Appointment 


Alvin C, Eurich, Ph.D., has been ap- 
pointed chairman of the Commission on 
Health Careers of the National Health 
Council. Dr. Eurich is the executive 
director of the Ford Foundation’s Edu- 
cation Division and vice president of 
The Fund for the Advancement of Edu- 


REPORTS 


cation. He succeeds Dr. Leonard A. 
Scheele as Commission chairman, under 
the chairman rotation plan. 

Dr. Eurich is recognized as a leading 
educator. Among the positions he has 
held are executive vice president and 
acting president of Stanford University 
and first president of the State Uni- 
versity of New York. 


Minnesota Award 


Five graduates of the University of 
Minnesota School of Nursing recently 
received the University of Minnesota 
Outstanding Achievement Award at an 
All-University Convocation commemo- 
rating the 50th anniversary of the School 
of Nursing. 

Those who received the honor were 
Myrtle Kitchell Aydelotte, professor and 
former dean of the State University of 
Iowa College of Nursing, Iowa City, 
Iowa; Inez Haynes, general director of 
the National League for Nursing; Col. 
Frances I. Lay, chief of the Air Force 
Nurse Corps; Rena Boyle, chief, branch 
of consultation and research, division 
of nursing resources, United States Pub- 
lic Health Service; and Mildred Montag, 
professor at Teachers College, Columbia 
University, New York City. 


New Assignment for Major Paulson 


Maj. Isabel S. Paulson, A.N.C., was 
recently assigned to the Officer Procure- 
ment Branch, Personnel and Training 
Division, Office of The Surgeon Gen- 
eral, United States Army. 

In this position Major Paulson will 
serve as co-ordinator of the Army Nurse 
Corps and the Army Medical Specialist 
Corps Officer Procurement Programs. 

After graduating from the Newark 
Hospital School for Nursing, Newark, 
Ohio, in 1943 Major Paulson enlisted in 
the Army Nurse Corps. Since that time 
she has served as general duty nurse, 
head nurse, supervisor, and Army Nurse 
Corps counselor. In 1956 she received 
a B.S. in Nursing Education from Ohio 
State University. Major Paulson suc- 
ceeds Lieut. Col. Mildred I. Clark, 
A.N.C. 


Joins A.N.A. Headquarters Staff 


Cornelia Knight, former director of 
nursing at Illinois State Research Hos- 
pital in Galesburg, Ill., recently joined 


the national headquarters staff of the 
American Nurses’ Association, where 
she will be in charge of the intergroup 
relations program. 

Holding a B.S. in Education from 
Wheaton College, Wheaton, IIl., Miss 
Knight was director of education for 
the Garenganze Mission at Mulongo, 
Belgian Congo, from 1941 to 1944. Af- 
ter she left the nondenominational Af- 
rican mission, Miss Knight entered 
nurses training at the University of 
Georgia School of Nursing. She later 
received an M.A. in Psychiatric Nursing 
from Teachers College, Columbia Uni- 
versity, New York City. 

The purpose of the A.N.A.’s inter- 
group relations program is to work 
towards gaining full opportunity in 
nursing for all qualified personnel and 
to eliminate any discrimination in nurs- 
ing education and employment. 


New AAIN President 


Margaret L. Steele, superintendent of 


nurses in the St. Louis office of the 
American Brake Shoe Company, was 
recently elected president of the Amer- 
ican Association of Industrial Nurses, 
Inc., at the organization’s 17th Annual 
Business Meeting in Chicago, Il. 

Mrs. Steele, a graduate of the Peter 
Bent Brigham Hospital School of Nurs- 
ing, received her B.S. from Simmons 
College School of Nursing in Boston, 
Mass. She is a former president of the 
St. Louis Industrial Nurses Association. 


Homework for Mother 


Mrs. Genevieve Glennon of Stough- 
ton, Mass., no longer worries whether 
her children have done their homework 
—instead, they ask her about her studies. 

Mrs. Glennon, 50 years old and the 
mother of four grown children, is pres- 
ently completing the requirements for 
a bachelor’s degree in nursing at the 
Boston University School of Nursing. 
A 1931 graduate of the Cooley Dickin- 
son Hospital, Northampton, Mass., Mrs. 
Glennon returned to full-time nursing 
10 years ago, after her husband was 
forced to retire because of ill health. 
During that time she was head of the 
delivery room at the Goddard Hospital 
in Brockton, Mass., and also was em- 
ployed at the Hospital School in Canton, 
Mass. 

Then Mrs. Glennon decided that “the 
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only way to keep up with the younger 
nurses” was to go to a university and 
get a degree. “Besides,” she says, “I 
decided that I would like to teach 
nursing.” 

After three years of part-time study 
at Boston University, Mrs. Glennon was 
awarded a government traineeship 
which has enabled her to attend full- 
time classes. 


Sister M. Benigna Dies 


Sister Maria Benigna, S.C., former 
nursing supervisor at St. Vincent's Hos- 
pital, New York City, and sole surviving 
member of the first graduating class of 
the hospital's School of Nursing, died 
recently after a brief illness. She was 
93 years old. 

Sister Benigna would have marked 
her 65th year as a member of the Sisters 
of Charity of St. Vincent de Paul on 
May 12. 


New Disneyland Nurse 


Pollie Meyers recently became the 
new nurse in charge of the Pablum 
Baby Station at Disneyland Park, Ana- 
heim, Calif. Mrs. Meyers replaces Pa- 
tricia Krauth, who has retired from an 
active nursing career. 

In her new position Mrs. Meyers will 
supervise daily more than 100 babies 
who visit the Baby Station, where their 
mothers can change and feed them. 

Mrs. Meyers has been on the first-aid 
nursing staff at Disneyland since 1957. 


Verna Schwalm Retires 


Verna Schwalm, supervisor of the 
obstetrics and gynecology department 
of Philadelphia General Hospital, re- 
cently retired after 21 years of service 
at the hospital. She had been super- 
visor of the department since 1947. 

A graduate of Philadelphia General 
Hospital School of Nursing, Miss 
Schwalm will undertake lighter duties 
in Williamson, W. Va. 


Mary Evans Named as Director 


Mary Louise Evans, formerly director 
of nursing at Suburban Community 
Hospital, Cleveland, Ohio, was recently 
appointed director of nursing at Mac- 
Neal Memorial Hospital in Berwyn, Ill. 

Miss Evans is a graduate of Western 
Reserve University. She succeeds Hettie 
Bell Travis, who is retiring. 


New Associate Director 


Jennie Baker has been named as the 
new associate director of nursing serv- 
ice at St. Alexis Hospital, Cleveland, 
Ohio. 

Miss Baker, who served as director 
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of nursing at the Lutheran Hospital 
School of Nursing in Cleveland between 
1943 and 1946, was the first Lutheran 
Hospital graduate to hold that post. 
The new St. Alexis Hospital associate 
director has formerly served as director 
of nursing at East Orange General Hos- 
pital, East Orange, N.J.; she was also 
assistant director of nursing at Youngs- 
town Hospital in Youngstown, Ohio. 


Joins Tuberculosis Association 


Nancy C. Hoffa, formerly a member 
of the Visiting Nurse Service of New 
York, has been appointed to the staff 
of the New York Tuberculosis and 
Health Association. 

She will serve as a field worker in 
the association’s Division of Services to 
Patients, aiding in the program designed 
for tuberculous patients restricted to 
their homes. She will work with 
patients having a guarded prognosis and 
whose special problems are not being 
met by any other agency. 

Miss Hoffa received her B.S. in Nurs- 
ing from Skidmore College, New York 


City. 
Seek Nursing Scholarships 


An estimated 2,500 young men and 
women interested in entering collegiate 
schools of nursing in September have 
applied for one of the 103 nursing 
scholarships offered by The National 
Foundation under its Health Scholar- 
ship program. Each scholarship pro- 
vides $2,000 for four years of collegiate 
education. 

According to Dr. Catherine Worth- 
ingham, director of the department of 
professional education of the founda- 
tion, over 4,600 applications were re- 
ceived for all the health scholarships 
it offers. In addition to nursing, the 
fields of study for which scholarships 
are awarded are medicine, physical 
therapy, medical social work, and 
occupational therapy. 

The National Foundation Health 
Scholarship program, which provides 
scholarship assistance to 500 young 
people annually, is supported by the 
New March of Dimes. 


Additional Funds 


The United States Public Health Ser- 
vice has approved six new grants for 
nursing research totalling $63,000 and 
has allocated $57,000 for three already 
existing nursing research projects. 

The new projects will be conducted 
at Cornell University, Ithaca, N. Y.; 
University of California Medical Center, 
Los Angeles; University of California 
Medical Center, San Francisco; Uni- 
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what they’re saying 





by SHIRLEY HOPE ALPERIN, R.N. 


rH WO recent issues of U.S, News & 

World Report, and the May issue of 
Today's Health, carry articles of inter- 
est to nurses. 

In the March 16 issue of U.S. News 
& World Report, “Why It Costs So 
Much To Go To The Hospital” is the 
subject of a copyrighted interview with 
Dr. Dean A. Clark, director of Massa- 
chusetts General Hospital. Asked wh 
hospital costs have gone up, Dr. Clar 
replied, “It’s largely because of the 
increased complexity of medical care 
and the numbers of people—doctors, 
technicians, nurses and others—who 
have to be employed to apply these 
new techniques.” 


Personal Care 


The interviewers asked about “criti- 
cisms that people are not getting as 
much personal care and sympathetic 
attention in hospitals as they once did.” 
Dr. Clark replied, “This may be true 
in special instances. It seems to me it 
largely depends on whether the hospital 
is being rushed or not. There has been 
a great increase in use of hospitals 
throughout the whole country in the 
last few years. We haven't always been 
able to keep pace in size of the institu- 
tions or in their staffing with the in- 
creased demand. I think it’s on those 
occasions when it’s difficult to meet the 
demands, that this complaint may be 
justified.” 

To the question, “Do you find that 
the amount of criticism about hospitals 
is on the rise?” Dr. Clark stated: “This 
is very difficult to answer because I have 
no valid measurement for this. I would 
say .. . that the amount of attention 
hospitals have been getting has certain- 
ly been on the increase. . . . Anything 
that gets increased attention is also 
going to get increased criticism, I sup- 
pose, because people are more attentive 
to what is going on in the particular 
institution. But I would hesitate to say 
that there has been a general rise in 
criticism of hospitals. . . . The pub- 
lic’s increasing knowledge about social 
changes of all kinds in business man- 
agement, labor unions, education, psy- 
chiatry—is bringing more attention and 
criticism. The public is demanding more 
and better services of all kinds. We in 
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the hospitals are only one group who 
are feeling the effect of this.’ 

The interviewers asked about the 
“criticisms that, shortly after patients 
are admitted to a hospital, they are 
interviewed by large numbers of interns 
and other doctors and students.” Dr. 
Clark declared, “This isn’t any different 
from what it was when I was a medical 
student back in 1932. Perhaps the dif- 
ference is that, as medical science has 
advanced, become more complex, it has 
been necessary to increase the number 
of people who see a patient, especially 
if the patient has a difficult problem. 
I think, personally, that patients who 
are seen by several physicians—even 
students and interns and so on—get, 
really, better attention—both more per- 
sonal and more thorough.” 

To the question, “Are people using 
hospitals too much?” Dr. Clark replied, 
“That seems likely. This is hard to 
prove just off hand. There are some 
data, though. In a survey done in 
Michigan by the State medical society— 
which has never been published in full, 
but of which a summary has been pub- 
lished—the opinion of the surveyors was 
that Blue Cross subscribers were using 
hospital days about 25 per cent more 
than would be absolutely essential.” 

When asked, “Do you think Govern- 
ment aid can be given to hospitals 
without leading to socialized medicine?” 
Dr. Clark stated, “It depends on what 
you mean by ‘sociali medicine,’ of 
course, but there are all kinds of ways 
in which Government aid can be given 
without leading to Government control, 
if that’s what you are talking about. 
For example, the Hill-Burton Act con- 
struction grants have been extremely 
beneficial, and I don’t know anyone 
who considers that this has been in 
any way socializing hospitals. . . . Fed- 
eral grants for research everybody uses 
with alacrity. There must be more than 
a million dollars a year in Federal grants 
for research right here in Massachusetts 
General, and we've had no problems of 
threatened Federal control at all.” 


Very Real Problem 
Dr, Clark concluded his interview in 


answering the question, “Are hospital 
costs going to be less, or more, of a 


burden to average people in the years 
ahead?” He stated, “It seems to me 
that the problem of medical and hos- 
pital costs is a very real one, that it has 
not arisen out of malice or out of stu- 
— or out of dishonesty, by and 
arge, but out of the increased com- 
plexity of services available, and the 
inadequacy of our present insurance 
and tax methods of paying for hospital 
care. When we get adequate compre- 
hensive coverage for medical-care in- 
surance, including outpatient and home 
service as well as hospital service, and 
when we have welfare departments 
everywhere waking up to the responsi- 
bilities of government to pay for the 
care of the needy, then we may find 
ourselves in a_ situation where the 
burden is so equitably distributed that 
it no longer is the burden on the in- 
dividual that it now is or appears to be.” 


Free Hospitalization 


The April 27 issue of U.S. News & 
World Report contains a copyrighted 
special report, “Free Hospitals: How 
Canada’s New Plan Works,” which ex- 
plains that “free or nearly free hos- 
pitalization has begun in seven out of 
ten provinces. Two more provinces are 
expected to join this summer leaving 
Quebec the only holdout.” 

The article reports that under Cana- 
da’s new system “hospital bills will be 
paid by special taxes. The cost is shared 
roughly on a 50-50 basis between the 
Federal government of Canada and the 
provinces. The Federal share comes out 
of the Federal treasury. The provinces 
have adopted a variety of taxes to meet 
their share. 

“In Ontario, a premium of $4.20 in 
most cases is deducted monthly from 
the paycheck of a family man; $2.10 
from the pay of a single worker. Alberta 
uses a special property tax. Nova Scotia 
levies a special rospital tax of 3 per 
cent, which, in effect, is a retail-sales 
tax. British Columbia levies a straight 
sales tax of 5 per cent. Saskatchewan 
uses a sales tax and an annual premium 
of $17.50 for single persons; $55 for 
families. 

“Most Canadians who are ill today 
are assured of bed and board in a 

(continued on page 32) 
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Instructors at Evangelical 
Deaconess Hospital 
School of Nursing have 
developed a time-saving 
kit to help them instruct 
diabetic patients, and 
together with their 
nursing students, they 
have formulated an 
effective teaching 
procedure. 


The teaching kit contains all the materials necessary for efficient instruction 
of the diabetic patient. The approximate total cost for this equipment is $14. 


A Teaching Kit for 
DIABETICS 


by DARLENE W. BRACEGIRDLE, R.N., B.S.N. 
Formerly Instructor in Medical-Surgical Nursing, Evangelical 
Deaconess Hospital School of Nursing, Milwaukee, Wis. 
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F EW diseases require so much knowl- 
edge of patients as does diabetes 
mellitus. Therefore the nurses at Evan- 
elical Deaconess Hospital in Milwau- 
2 Wis., developed a diabetic teaching 
kit and procedure so that they could 
more effectively teach the diabetic pa- 
tient about diabetes and the principles 
of insulin preparation and administra- 
tion. 


How It Came About 


The physician’s order on Mrs. Beets’ 
chart read: “Teach patient about dia- 
betes mellitus, rae! administration 
of insulin, exercise, diet, etc.” The stu- 
dent, in checking this order, was 
puzzled. The professional nursing stu- 
dent approached the clinical instructor 
on the unit and asked how she could 
effectively, yet efficiently, teach this di- 
abetic patient. 

In the discussion that followed, we 
discovered that often in teaching the 
diabetic patient the nurse’s contact with 
the patient was chiefly nurse centered, 
that much time was lost in obtaining 
supplies and equipment for demonstra- 
tion teaching, that there was little re- 
tention of knowledge by the patient, 
proved by frequent re-admissions of the 
diabetic patient. The nurses were at- 
tempting to cover too much content in 


too short a period of time, and there 
was lack of organization of teaching 
content. The results of the discussion 
period led to the development of a 
diabetic teaching procedure and kit. 

The materials and equipment for the 
kit were obtained by the nursing stu- 
dents on the medical unit as part of a 
ward project. The success of this stu- 
dent project led to the creation of 
duplicate kits to be used on other units 
throughout the hospital. 

The material used for the kit can be 
kept in an overnight suitcase or in 
a portable metal filing cabinet; the metal 
case, of course, will stand much more 
wear. The contents of this kit include: 


. Enamel pan, about 5 inches in 
diameter. 

. Strainer, large enough to fit in- 
side the enamel pan and of a 
good quality stainless steel to 
avoid rusting. 

3. Alcohol, 1 pint, 70 per cent, un- 
scented. 

4. Glass butter dish, quarter-pound 
size, containing a gauze square 
to act as a cushion for the insulin 
syringe. 

5. Peanut butter jar or other jar 
of similar size, to hold insulin 
syringes. 

. Three insulin syringes, one with 





Area of Instruction 


DIABETIC INSTRUCTION RECORD* 


Initial Repeat Famil 
Date by Date by Date by Remarks} 





|. General Information 


A. Diabetes as a disease 
B. Personal hygiene 

C. Wounds and infection 
D. Exercise 

E. Diabetic manual 


Il. Insulin 


A. Type (___ 

B. Administration 

C. Reactions, coma 

D. Equipment needed and 
obtained 


. Diet 


A. Instruction sheet 
B. Food substitutes 
C. Meal planning 


IV. Urine Testing 
A. Type (_— 
B. Procedure 


V. Referral 


A. Form 
B. Agency ( ) 


Name: Room: 










































































___ Doctor: 








40-unit marking only; another 

with 80-unit marking only; and 

a third with 40- and 80-unit 

markings. 

. Two 25-gauge hypodermic 
needles, % to % inch length. 

. Soft rubber ball with two-inch 
diameter. 

. Small box of cotton. 

. Box containing 10 vials of in- 
sulin. These can be outdated or 
empty vials. 
a. Lente 
b. Regular 
ce. Globin 
d. PZI U80 
e. NPH U40 U80 

. Vial of sterile normal saline. 

2. Urine-testing equipment (can be 
purchased at any pharmacy) 

a. Clinitest urine-testing kit 
(Ames Company) 

b. Acetest tablets (Ames Com- 
pany) 

ce. Clinistix (Ames Company) 

d. Tes-tape (Eli Lilly and Com- 
pany ) 

e. Test tube and dropper 

f. Container for water. 

. Sugar substitutes 
a. Sucaryl liquid (Abbott Lab- 

oratories), 4-ounce bottle 

b. Sucaryl tablets, 100 tablet 
size. 

. Teaching booklets 
a. Facts About Diabetes (Amer- 

ican Diabetes Association) 

b. A Pocket Reference for Dia- 
betics (Eli Lilly and Com- 
pany) 

c. A Handbook for Diabetics 
(E. R. Squibb and Sons 
Company ) 

d. Pencil and paper. 

5. Cost card is a card attached to 
the kit containing the approxi- 
mate cost of diabetic supplies 
and equipment for the locale. 

. Dietary Exchange lists can be 
given to the patient as an intro- 
duction to his diet requirements 
and as preparation for the dieti- 
tian’s visit. 

7. Cardex card (Diabetic Instruc- 
tion Record). This is a specially 
designed card that is to be 
placed in the cardex as a con- 
venient record of the patient’s 
teaching progress. A supply of 
these cards is kept in the kit 
for use by the nurse. 


U80 
U80 
U80 


The total weight of the metal kit 
with contents is about 13 pounds, 4 
ounces; the suitcase with contents 
weighs about 12 pounds. The approxi- 
mate total cost for equipment, including 


*Amy F. Brown, Medical Nursing (Phil- 
adelphia, W. B. Saunders Company, 1957), 
pp. 908-9. 
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the purchase of the metal filing cabinet 
is about $14.00. 


Teaching Procedure 


To use effectively the materials and 
equipment from the kit, the students 
and other nursing personnel developed 
a teaching procedure, and copies were 
placed in the hospital procedure books 
as well as in the kit. 

We had several objectives in institu- 
ting this diabetic teaching program kit. 
We wanted to help the patient under- 
stand and appreciate diabetes mellitus 
and to insure understanding of instruc- 
tions for continuity of care after dis- 
missal from the hospital. Other objec- 
tives were to teach the patient safe and 
practical principles of self-care and 
equipment, to demonstrate the proce- 
dure and principles of urine-testing and 
the principles of insulin administration. 

How might this diabetic teaching kit 
and procedure be used in teaching a 
newly diagnosed diabetic patient? Let's 
consider this in relation to the fictitious 
patient, Mrs. Beets, we mentioned earli- 
er. Mrs. Beets is 55 years old and lives 
with her 57-year-old husband, who is 
in apparently good health and is active- 
ly employed as a glass grinder. Mrs. 
Beets was admitted to the hospital with 
complaints of excessive thirst, having to 
void frequently, and having an excessive 
appetite without showing any weight 
gain, A urinalysis and blood sugar or- 
dered by the doctor later confirmed 
the suspicions of the doctor that Mrs. 
Beets had diabetes mellitus. She was 
hospitalized for three days before she 
was told that she had diabetes mellitus. 

All of t'\ese points are important in 
planning a: d instituting a teaching pro- 
gram for Mrs. Beets. Also important 
are the positive attitudes and interests 
of nurses in caring for the diabetic 
patient. The teaching program of each 
patient is developed under the direction 
of the head nurse, with the co-opera- 
tion of all members of the nursing team 
who will be giving nursing care to the 
patient. A planning conference is held 
with the members of the team, and 
each makes contributions which help in 
planning the teaching program. Partici- 
pating conference members mention 
that Mrs. Beets has a ninth grade 
education and appears to be of average 
intelligence. This strongly influences the 
length and content of the teaching 
program for Mrs. Beets. 

The nurses realize that they must 
talk in terms that the patient can un- 
derstand. This is an important principle 
in any type of nurse-patient relationship 
and often is overlooked by members of 
the medical team. Many patients do not 
know what diabetes mellitus is or even 
what it means, but they may be fa- 
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The patient (student Bernadine Wehrmann) practices testing her urine as student 
Carol Berger looks on. Several types of urine-testing equipment are in the kit. 


miliar with it as “sugar diabetes.” Since 
the teaching program requires a high 
degree of judgment and skill, the treat- 
ment of the diabetic is being stabilized, 
and the family—along with the patient— 
is making difficult psychological adjust- 
ments; the teaching and nursing care is 
usually performed by a registered pro- 
fessional nurse or a professional student 
nurse under the direct supervision of 
the head nurse or the clinical instructor. 


The First Day 


The first day of the diabetic teaching 
program includes giving Mrs. Beets one 
of the approved diabetic teaching book- 
lets from the supply in the kit. One of 
the diabetic teaching booklets which 
has proved itself most effective in en- 
lightening the patient to his diagnosis 
is the booklet entitled A Handbook for 
Diabetics, developed by the Health 
Education Service of E. R. Squibb and 
Sons Company. It has been designed 
very cleverly with cartoon-like char- 
acters which appeal to individuals of all 
ages and backgrounds. This booklet is 
available in a variety of foreign lan- 
guages, including Italian, Spanish, and 
Hebrew. This helps the nurse to teach 
non-English speaking patients. These 
booklets may be ordered in quantities, 
free, from E. R. Squibb and Sons, Pro- 


fessional Service Department, 745 Fifth 
Ave., New York 22, N. Y. Another ap- 
proved diabetic teaching booklet that 
can be used in teaching the diabetic 
is the booklet entitled A Pocket Refer- 
ence “for Diabetics, developed by the 
Health Education Service of Eli Lilly 
and Goénipany. This booklet contains 
more details about diabetes, urine-test- 
ing, and insulin administration. It is 
authoritative, well organized, and has 
proved very useful. This booklet can 
also be ordered in quantities, free, from 
Eli Lilly and Company, Indianapolis 
6, Ind. 

During the first teaching period the 
nurse tries to determine the extent of 
the patient’s knowledge and under- 
standing of the disease. Perhaps the 
patient has a friend or relative with the 
disease. Mabel Wandelt reminds us that, 
with effective questioning of the patient 
by the nurse, much valuable teaching 
and nursing time can be saved with the 
end result of obtaining effective teach- 
ing by emphasizing weak areas.’ 

The next day of the teaching program 
for Mrs. Beets includes a brief review 
of the contents of the teaching booklet 
and instruction on testing urine for 


*Mabel Wandelt, “Teaching Is More 
Than Telling,” American Journal of Nurs- 
ing (May, 1957), pp. 625-6. 
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sugar, The nurse will previously have 
checked the cardex card for the type 
of urine test to be administered for the 
patient. Depending upon the interest 
and attitude of the patient, as indicated 
by her facial and verbal expressions, the 
nurse can proceed to demonstrate the 
method of testing the urine for sugar. 
If the patient's expression shows disin- 
terest, then the nurse must ask herself: 
What is wrong? Am I going too fast 
with the teaching material for the pa- 
tient? Is this patient confronted with a 
problem? The nurse records this dis- 
interest and will discuss the situation 
with the patient's doctor to discover 
what can be done to remedy the situa- 
tion. 

Mrs. Beets should not only return the 
demonstration but should be allowed 
to do so frequently throughout the 
remainder of her hospital stay. It is 
only with repetition of the urine-testing 
and other procedures that patient teach- 
ing becomes effective. This is stressed 
in our patient-teaching program. 


Content and Progress 


The nurse also records in the nurse’s 
notes on Mrs. Beets’ chart the content 
and progress of the teaching program. 
She makes further the 
cardex card. The nurse will probably 


notations on 


not teach the potions to use each of the 
urine tests included in the kit, but will 
merely acquaint her with the various 
types of urine tests that are available 
in pharmacies for purchase by the di- 
abetic. This seems to impress upon the 
patient the importance of knowing the 
exact name of the urine test that the 
doctor prefers. 

The nurse will undoubtedly have Mrs. 
Beets or one of the patient's friends 
purchase the ae equipment, 
especially if the hospital or agency 
makes no provisions for obtaining the 
material. (Our hospital furnishes the 
equipment and _— from the hos- 
pital pharmacy.) The teaching of urine- 
testing can follow either Squibb’s or 
Lilly’s teaching booklet, using the urine 
test that the doctor has prescribed. 

At any time during the entire teach- 
ing program, Mrs. Beets may make no- 
tations on the pages provided for this 
at the back of her teaching booklet. 
Or she may use the pencil and paper 
provided in the teaching kit. 

Depending upon the ability of the 
patient to comprehend, at this point 
the nurse might show Mrs. Beets the 
various types of insulin that are avail- 
able for use in treating the diabetic. 
The type of insulin Mrs. Beets is to 
use can be singled out of the many 
samples of the drug contained in the 


Under the supervision of senior nursing student Betty Erdmann, the patient, rep- 
resented here by student Diane DeBattista, actually prepares an insulin injection. 


kit. Mrs. Beets can later repeat these 
steps. The nurse should record (on 
paper from the kit) the name and 
dosage of the insulin, as prescribed by 
the doctor. This is an important point 
in our teaching program, since the 
patient is not familiar with drug names 
or dosages and can easily forget them 
unless they're written down for later 
reference by the patient. Of course, not 
all patients are treated with insulin; 
many are controlled by diet and tolbu- 
tamide. Therefore, the patient’s doctor 
will decide whether he desires to have 
his patient taught about insulin, insulin 
administration, and preparation of in- 
sulin. 

A demonstration by the nurse on the 
important points in the preparation and 
administration of insulin is scheduled 
for the third day of the teaching pro- 
gram. We use a sterile vial of normal 
saline from the teaching kit in practicing 
for measuring the dosage of insulin. 
The nurse also emphasizes such points 
as checking the needle for “burrs,” 
washing hands before handling equip- 
ment and supplies, keeping insulin in 
refrigerator rather than freezer, and 
other pertinent factors. All of these 
points and others are illustrated and 
mentioned in both booklets mentioned 
earlier. 

Eli Lilly and Company has made 
available a series of charts for use in 
demonstrating sites of injections, types 
of insulin, and injection of insulin. 

In teaching insulin injection, we rec- 
ommend and use a rubber ball rather 
than an orange. We do this because in 
recent reports from the follow-up of 
some of our diabetic patients we have 
discovered that the patients at home 
sometimes inject the insulin into the 
orange and then drink the juice of the 
orange. This indicates ineffective teach- 
ing which resulted in misconception on 
the part of the patient. 

It is extremely important for the 
nurse throughout the teaching program 
to stop and allow the patient periodic- 
ally to review the material presented 
by the nurse. The nurse can determine 
the degree of the patient’s comprehen- 
sion of the content covered by the 
amount of material she can recount and 
the manner in which she presents it. 
The nurse can leave a syringe, needle, 
and a vial of normal saline in the 
patient’s room to allow her to practice 
handling the equipment and measuring 
the dosage of her insulin. 


Actual Administration 


The fourth day of the teaching pro- 
gram includes a review of the previ- 
ously covered material and the actual 
administration of insulin by the patient. 
This is sometimes done under the super- 
vision of the night nurse. The nurse in 
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this entire teaching program must avoid 
being overtalkative, lest she destroy 
patient motivation and interest. The 
nurse also checks to see that the patient 
has obtained all the necessary equip- 
ment in preparation for going home. 

Usually the day prior to dismissal the 
patient and her visitors are brought to- 
gether for a party. At this party only 
coffee is served, and the patient is pre- 
sented with an award which signifies 
satisfactory completion of the diabetic 
teaching program. This award partially 
satisfies the sociological and psychologi- 
cal needs of the patient for individual 
recognition, individual praise, and a 
feeling of “something accomplished.” 
These awards have been a big factor in 
helping the patient to accept further 
her diagnosis and to realize that she is 
not alone in being afflicted with dia- 
betes—she is only one of one million 
known diabetics in the United States 
at the present time. 

To avoid the possible feeling of lone- 
someness in the patient, the nurse can 
acquaint the patient with the services 
of the American Diabetes Association 
and especially with their publication, 
the ADA Forecast. This magazine is 
published every two months on a sub- 
scription basis and is designed princi- 
pally for the patient afflicted with dia- 
betes. In Milwaukee, we have a local 
chapter of the American Diabetes Asso- 


ciation and we are thereby able to ob- 
tain their services. We refer our patients 
to the chapter for meetings with other 
known diabetics. 


Reprints 


We also obtain reprints and other per- 
tinent information from the chapter 
for in-service education of hospital 
personnel and _ professional student 
nurses. Other pertinent information can 
be had from life insurance companies; 
the Health Publications Institute, United 
States Public Health Service, Depart- 
ment of Health, Education and Wel- 
fare; and from some of the pharmaceu- 
tical companies. 

The immediate family members are 
also included in the teaching program 
of the diabetic. We try and do as much 
of our teaching during visiting hours 
in hopes of developing an improved 
nurse-patient-family relationship. The 
dietitian also makes periodic visits to 
see and teach the patient and her fam- 
ily. She makes reports to the head nurse 
about the progress of her diet instruc- 
tion. 

All diabetics must have some sort of 
continuation of care at home, even 
though they may have done exception- 
ally well with the teaching program in 
the hospital. Every diabetic should 
have a referral to the community agen- 
cy in order that the public health nurse 
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Students Mary Uttech, left, and Jean Smith present the patient (Diane DeBattista) 
with an award signifying that she has completed the diabetic instruction program. 


may continue with teaching and/or 
supervision at home. 


Summary 


As nurses, we realize that there are 
few diseases which require so much 
knowledge of the patient as does dia- 
betes mellitus. Realizing this fact, we 
were confronted with the problem of 
having to teach the diabetic effectively 
about diabetes as a disease and the 
principles of and preparation and ad- 
ministration of insulin. This problem 
was solved by the development and the 
utilization of a diabetic teaching kit 
and procedure. 

We developed a container in which 
all necessary equipment and _ supplies 
have been assembled, thus saving the 
time of the nurse in having to assemble 
the equipment and supplies each time 
she teaches the diabetic patient. We 
have also used this same kit in teaching 
diabetics on a group basis, utilizing 
the same methods. 

We have improved the quality, as 
well as the quantity, of the hospital 
referral program, and have broadened 
the nurse’s knowledge and understand- 
ing of the varied and similar problems 
of diabetic patients. We have been able 
to visualize through this diabetic teach- 
ing program the patient as an individu- 
al, as a member of a family and com- 
munity. 

The diabetic has been assured of con- 
tinuity of care, and the nurse’s interest 
in teaching has been stimulated. The 
success of this kit and procedure has 


led to the development of other porta- 
ble teaching kits which can be used in 
teaching patients who have had a colos- 
tomy or a mastectomy. Most important 
of all, this kit has become a tool where- 
by each nurse participating in the dia- 
betic teaching program has become 
more accepting and understanding of 
the patient's feelings toward his or her 
disease. 
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by JANIE KUEMMERER, R.N. 





A 
Co-ordinated 


Maternity Program 


A study was initiated in an attempt to answer several questions arising 
from the co-ordinated maternity program of the Medical College of 
South Carolina and the Charleston County Health Department. These 
questions included the volume of patients admitted to the hospital for 
treatment of complications arising from their pregnancies and the extent 


of prenatal care. 


‘TH services of the maternity clinic 
conducted by the Medical College 
of South Carolina are available to 
all medically indigent residents of 
Charleston County where, in 1958, the 
estimated population was 200,000—48 
per cent Negro, 52 per cent white. 
Approximately 98 per cent of the 
recipients of care in the maternity 
clinic are Negro. 

The Charleston County Health De- 
partment, through its nursing division, 
has for many years co-operated with 
the Medical College in providing a 
more complete maternity service for 
these patients. And as needs changed, 
adaptations were made in the over-all 
program. 


Follow-up Visits 


In 1952 the public health nurses 
attempted to make follow-up visits to 
all patients attending the clinic and 
to all medically indigent patients de- 
livered at the hospital. By an agree- 
ment between the Medical College and 
Roper Hospital, all clinic patients are 
delivered at the hospital. As the patient 
load increased in both clinic and 
hospital areas, increasing amounts of 
nursing time were required to execute 
the program. This prevented the nurses 
from rendering adequate service in 
other areas, and as a result the problem 


was re-evaluated and the 
changed. 

In 1956 a priority system was set up 
to meet the needs of this group, but 
unfortunately this priority system was 
unsuccessful because of insufficient 
staff at the clinic and the hospital to 
make proper referrals, Once again the 
problem was discussed, and on Oct. 
14, 1957, two public health nurses 
were assigned to work with the 
program. 

One public health nurse works within 
the framework of the clinic, although 
she has no responsibilities connected 
with the mechanics of the clinic. Her 
duties vary from day to day, but 
generally consist of interviewing all 
new patients to the clinic—to obtain 
identifying information, to discover 
personal or family problems, and to 
discuss delivery plans and the extent 
of the patient’s knowledge of pregnancy 
and delivery. The nurse holds confer- 
ences with patients on return visits to 
the clinic when they are referred to 
her by the clinic physician. 

She requests follow-up nursing visits 
when indicated, makes referrals to other 
agencies when necessary, and begins a 
record on each new patient. This 
record is made out in duplicate—one 
copy is kept in the clinic, while the 
other is sent to the ward where it is 
available to the nurse when the patient 


program 
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is admitted to the hospital. Between 
six and eight weeks after this present 
program was started, it became neces- 
sary to add the services of an additional 
nurse and clerk on a part-time basis. 

The second public health nurse works 
on the hospital ward. She makes rounds, 
daily except Sunday, with the hospital’s 
medical and nursing personnel. During 
these rounds, the nurse ascertains the 
patient’s present condition, discusses 
plans for the future with the patient, 
gives appointments to well-baby clinics, 
explains the necessity for postpartum 
examinations, and makes necessary 
referrals to other agencies or appoint- 
ments for follow-up visits. 

Soon after the present program was 
initiated several questions arose. The 
medical staff was concerned with the 
volume of nonlabor admissions to the 
hospital. Apparently most of the diffi- 
cult and lengthy cases had had ro 
prenatal care or else had received 
prenatal care by a private phvsiciun. 
Another area of concern was the per- 
centage of patients receiving a_ six 
week's postpartum examination. Still 
another problem was the high rate of 
premature infants being born to Negro 
mothers. 


More Data Needed 


Were these babies premature by 
weight only? Had the mothers received 
prenatal care? In order to answer some 
of these questions, more data were 
needed; therefore, data sheets were 
constructed, and the information was 
collected between Jan. 1, 1958, and 
Dec. 31, 1958. The public health 
nurses collected necessary data con- 
currently. Table I indicates the total 
number of patients beginning clinic 
service between Jan. 1, 1958, and 
Dec. 31, 1958, according to month of 
gestation. 

A total of 1,601 patients (white and 
Negro) registered for clinic service 
during the year. Forty-one of these 
women did not deliver at Roper Hos- 
pital because they were either not 
pregnant or moved outside the county 
before delivery. As can be seen from 
Table 1, about one-fourth of these 
patients began attending clinic between 
the sixth and seventh months of preg- 
nancy, 22 per cent between the seventh 
and eighth months, and 16.2 per cent 
after the eighth month. This percentage 
distribution remained essentially the 
same throughout all four quarters of 
the year. 

The nurses in the clinic interviewed 
or had conferences with 2,340 patients 
during the year. Of these, 1,534 were 
patients attending the clinic for the 
first time with the present pregnancy. 
It was interesting to note the grateful 
and appreciative reaction of these 
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A public health nurse at the maternity clinic conducted by the Medical College of 
South Carolina discusses problems of pregnancy with one of the clinic's patients. 


women to an opportunity to gain 
knowledge concerning pregnancy, or to 
obtain insight into the behavior of 
sibling they already had. For most of 
these, it was the first time such an 
opportunity had been available. The 
three areas in which the women 
indicated the most interest were con- 
ception, growth of the fetus, and labor; 
child-spacing; and sibling rivalry. The 
remainder of the patients seen (806) 
had been to the clinic before. A large 
percentage of these had been referred 
to the nurse by the clinic physician for 
special diet instructions, etc. In each 
case these patients had been seen by 
the nurse before and were referred 
back to her for additional advice or 
instruction. None of the patients were 
referred to the public health nurse 
directly by the private physician. 


Patients in Study 


Only Negro clinic patients were con- 
sidered in estimating the percentage 
of completed postpartum examinations. 
A total of 1,631 medically indigent 


patients were delivered in Roper 
Hospital within the period studied. 
Eight hundred sixty-four clinic patients 
received postpartum examinations dur- 
ing the same period. If the total num- 
ber of deliveries is used as a basis, 
we find that approximately 53 per cent 
completed the six weeks’ postpartum 
examinations. This, of course, is not 
quite accurate, but is a reasonable 
estimate of those having postpartum 
examinations. 

Postal cards and home visits were 
used in an attempt to get patients to 
return for postpartum examinations 
when they ignored the appointment 
slip given them upon discharge from 
the hospital. Two postal cards with 
new appointments were sent, one week 
apart, to a delinquent patient and then 
a home visit was requested if the 
patient still did not return to the clinic 
for the examination. At the beginning 
of the project, a home visit was made 
to all patients who did not respond 
to the second card. At the end of the 
first quarter, the percentage of returns 
after home visits was only 17.5 per 





Month of | Under | 
Gestation 4 
Total 

Patients 76 





TABLE | 


7-8 | 8-9 | Total 


353 | 259 | 





1,601 
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cent. It was decided at that time that 
such a response did not warrant the 
necessary nursing time required to 
make visits to all delinquents, so after 
April 1, 1958, home visits were re- 
quested only for patients with such 
complications as elevated blood pres- 
sure, urinary tract disorders, and con- 
ditions necessitating Cesarean opera- 
tions. Out of a total of 243 home visits 
made during the year, only 41 (16.9 
per cent) completed their postpartum 
check-ups. This percentage remained 
relatively constant throughout the four 
quarters. 

It is interesting to note the tech- 
niques necessary to persuade the 854 
women to return for postpartum ex- 
aminations. Of this number 45.4 per 
cent came without a reminder other 
than the appointment slip given them 
in the hospital; 28.3 per cent returned 
in response to the first postal card; 21.5 
per cent responded to the second postal 
card; and 4.7 per cent returned as a 
result of the home visits. 


Nonlabor Admissions 


Investigation of nonlabor admissions 
to the hospital, a major reason for the 
project, is quite revealing. Data were 
obtained about diagnosis, where the 
patient had received prenatal care, 
length of time of care, and month of 
gestation she was in at time of admis- 
sion. There was a total of 368 nonlabor 
admissions who remained a total of 
1,849 days during the year, an average 
of five days per patient. 

Two hundred fifty-five of these pa- 
tients had attended the clinic. They 
remained a total of 1,194 days, averag- 


ing 4.7 days per om. This group 
averaged 2.4 months of prenatal care, 
and most were well into the third tri- 
mester of pregnancy at time of admis- 
sion. Approximately 45 per cent of 
these were admitted with a diagnosis of 
pre-eclampsia. The next largest group 
had complications of the urinary tract, 
and the third largest group were ad- 
mitted because of cardiac complications. 

The next largest group of nonlabor 
udmissions were patients who had not 
received any prenatal care. There were 
97 of these patients who spent a total 
of 591 days in the hospital. The average 
stay was 6.1 days. About half of this 
group were in the second trimester, 
half in the third trimester of preg- 
nancy. Complication of the urinary tract 
was the most frequent diagnosis; pre- 
eclampsia, second; and vaginal bleed- 
ing, third. The remaining nonlabor 
admissions (16) had received prenatal 
care from private physicians. These pa- 
tients stayed a total of 64 days, an 
average of four days per patient. This 
group averaged 2.5 months of prenatal 
care, and the majority were in the 
third trimester of pregnancy. 

During the year, four medically indi- 
gent patients were admitted with a 
diagnosis of eclampsia. Two of these 
had received a month of prenatal care 
from private physicians and were in 
their third trimester. The other two 
patients with eclampsia had not re- 


ceived any prenatal care; one was in 
the second trimester and the other in 
the third trimester of pregnancy. There 
were no clinic patients admitted with 
eclampsia. 

Data concerning premature births 
were collected according to address, 


While making her daily hospital rounds the public health nurse stops at the bed- 
side of a maternity patient to explain the importance of a postpartum check-up. 


gestation (in weeks) and prenatal care 
of the mother, and weight of the infant. 
Prematurity as defined in this case con- 
cerns weight only—under five pounds. 
There was a total of 139 prematures 
delivered during the year, approxi- 
mately 12 per cent of the indigent 
deliveries. About half were born to 
mothers living in the country and half 
to mothers living in the city. This dis- 
tribution, by address, is true for other 
areas as well. One hundred five of 
the prematures lived to be discharged 
from the hospital. They were in the 
hospital a total of 2,373 days, an aver- 
age of 22.6 days per infant. The great- 
est percentage (70.5 per cent) of this 
group weighed over four pounds at 
birth. The majority of the mothers were 
between the 30 and 36 weeks of preg- 
nancy, and had received an average of 
two months of prenatal care. 

Thirty-four of the prematures were 
born alive, but died. They were in the 
hospital a total of 155 days, an average 
of 4.6 days. The majority of these 
babies (65 per cent) weighed under 
three pounds at birth; the mother’s ges- 
tation period was under 30 weeks. 
These mothers had received an average 
of 1.2 months of prenatal care. 


Cost of Care 


From a monetary viewpoint, the care 
of 368 nonlabor patients amounted to 
approximately $30,804.34; the care of 
139 prematures cost approximately 
$13,904.00. 

This concludes our findings for the 
first year of a continuing project. Dur- 
ing 1959 we plan to collect similar 
information and will use the findings of 
this year as a basis for comparison. In 
the future, we hope to see some, if not 
all, of these figures change for the 
better. Because public health nurses 
are working with this program, it is 
hoped that patients will begin attend- 
ing the clinic earlier in their pregnancy, 
and that there will be a reduction of 
nonlabor admissions to the hospital; 
reduced hospital stays and, perhaps, 
rates for prematures; and an increase 
in number of patients completing post- 
partum examinations. Public health 
progresses slowly, but it is believed that 
the work these public health nurses are 
doing can be measured, in a slight way, 
by figures in the not-too-distant future. 

This study has presented us with a 
demographic picture of a co-ordinated 
maternity program. The program and 
the findings of the research has gen- 
erated a high level of interest among 
public health nurses and hospital per- 
sonnel. The patients themselves are 
keenly interested, as indicated by their 
enthusiasm and eagerness to seek the 
advice of public health nurses in the 
program. 
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Who has the right to know about the patient's 
cancerous condition? What is involved in 


professional secrecy? The authors discuss these 


questions—and other pertinent factors—below. 


Everyone Knows But the Patient 


by GRACE RUSSO PIERCE, R.N., B.S. 
Assistant Supervisor of Obstetrics, 
Bryn Mawr Hospital, Bryn Mawr, Pa. 


and RAYMOND J. PIERZCHALSKI, Ph.D. 


Assistant Professor of Philosophy, 
Villanova University, Villanova, Pa. 


HE doctors know that the patient 

has cancer. So do the nurses on 
duty around the clock, the family, 
solicitous relatives and friends, and 
fellow-workers. The patient’s neighbors 
know what afflicts him; mere acquaint- 
ances and even casual eavesdroppers 
know that the patient has fatal cancer. 
But the patient does not know. 

While many obvious questions arise 
from this sort of situation, several seem 
to be especially prominent. First, is 
this a typical example of what actually 
happens or is it merely an exaggera- 
tion of an isolated case? Furthermore, 
what is the general nature of secrecy, 
and how is it observed today? What 
is the nature of professional secrecy; 
how is it practiced today? And who 
has the right to know secretive medical 
information? 

Regarding the first question: The 
suspicion is that while the case is not 
universally true, neither is it an isolated 
instance. In other words, it is acknowl- 
edged at the very outset that this case 
does not typify every situation, that 
there are many instances when this 
does not occur; but, conversely, evi- 
dence seems to indicate that it does 
happen, and too frequently. 

Everyone in the medical profession 
can probably cite examples of a similar 
situation discussed just the other day— 
say, at the latest convention, the coun- 
try club, during a recent house party 
or bridge session. He may remember 
a recent wake when a cancer patient 
succumbed to the illness about which 
everyone knew, except himself. It seems 
that this type of situation is not un- 
common, and thus it can properly 
invoke a re-evaluation of such concepts 
as secrecy in general and professional 
secrecy in particular. 

The fact that such a case can be 
called typical implies that the notion 
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of secrecy is being misinterpreted by 
too many people today. Perhaps this 
is brought about by too many—all too 
many—busybodies who certainly mis- 
understand this notion, but who never- 
theless press the doctors and nurses 
very hard with their impertinent ques- 
tions. It is quite common to read an 
article by a doctor who complains that 
he is milked dry of every bit of 
information that he may have about 
a patient. He points out that frequently 
this information is passed on to the 
neighborhood gossip who quickly tells 
all the neighbors about the doctor’s 
patient. 

What, then, has happened to the 
notion of secrecy? Certainly there is 
a place and a need for secrecy which 
is proper to human nature—and illness 
usually calls for secrecy. Is it too diffi- 
cult for normal minds to understand 
that if a person wants the details of 
his illness kept secret, this must be 
acknowledged by evervone involved, 
whether they agree with the person or 
not—provided. of course, that it is not 
an illness that is unique or that 
might jeopardize the well-being of the 
community. 

Obviously, everyone involved in the 
case may properly receive and use all 
information necessary to fulfill his office 
adequately, but this does not mean 
that such information may be wan- 
tonly spread beyond such a closed 
circuit. On the contrary, the circuit 
must be kept closed by all who happen 
to acquire the information, and the 
subject should be treated singularly in 
professional status and activities. 

At present an attitude seems to 
prevail that so long as what one says 
is true it is quite proper to spread the 
word as far as one likes. The patent 
defense of those who are criticized for 
this is, “Oh, but it’s true.” Obviously 


that which is false and therefore a lie 
is repulsive to most, if not all, persons 
who readily acknowledge that lying is 
wrong and hence forbidden by moral 
law. But a question arises about indis- 
criminate dissemination of that which 
is true. May truth be disseminated 
freely simply because it is true? Or 
is it just and proper to withhold even 
that which is true, if the matter is 
secretive? Again, everyone will agree 
that secrecy has a place in human 
nature, but this principle seems to 
escape proper application. 

Time and again those in the medical 
profession witness the shocking display 
of secretive matter escaping the lips of 
those gathered for a social evening, 
and not at all for a professional pur- 
pose. In a word, secretive matter is a 
primary topic of an evening's téte-d-téte, 
not by persons who are properly con- 
cerned about a patient, but by persons 
entirely outside the professional circuit. 
How frequently does a nurse or a 
doctor shudder with disgust at hearing 
such a conversation. 

Obviously, the principle that secrecy 
human nature must be 
repeated and taught all over again, 
even in respect to true medical details. 
In a word, apparent widespread ig- 
norance on this point implies lack of 
ability to relate the details of illness 
to the concept of secrecy. Yet this is 
ignorance that can readily be overcome 
by any normal person who seeks to 
understand the truth of the matter, if 
that person diligently pursues _ this 
understanding. There is no doubt that 
such an effort ought to be made. 

As to the question of professional 
secrecy itself, there is no doubt that 
the validity of the principle of secrecy 
is acknowledged by almost all, if not 
all, in the profession. But we wonder 
about the fact that it involves a grave 
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and serious obligation to observe the 
principle and whether it is treated 
gravely and seriously. In other words, 
the principle is known and admitted 
as true, but does this knowledge carry 
over to the factor that this is grave 
matter, and therefore to be treated 
very seriously? 

Why should stress be laid on the 
gravity of professional secrecy? Pre- 
cisely because of the same busybodies 
we mentioned previously. Would these 
busybodies get all the information that 
they now accumulate if the serious 
binding force of professional secrecy 
scrupulously observed? 
Obviously, some would, because they 
would simply be busier and bother 
more about acquiring the information. 
However, many probably would not. 

They may resent the fact that they 
are being put in their place when the 
information is properly withheld from 
them, but still that is exactly the way 
they should be treated. Part of the 
obligation involved in professional 
secrecy is to put in their place those 
who are trying to acquire information 
not properly due to them. The nature 
of professional secrecy is such that the 
information is given in trust; this trust 
1S to be respected and honored, sO 
that the information is used discreetly 
for the benefit of the persons to whom 
it pertains. It certainly is not to be 
used indiscriminately. There is also a 
serious and grave obligation to keep 
the information only within the group 
that will treat the patient. Note that 
none of this precludes proper dissemi- 
nation of information, but rather safe- 
guards that this be done with care and 
precaution. 

It now appears more evident why 
stress is placed on the gravity of this 
obligation of professional secrecy. How- 
ever, just as the truth of the notion 
of secrecy itself may be escaping the 
understanding of many minds, so too 
the gravity of the obligation of profes- 
sional secrecy may be escaping the 
understanding of many professional 
minds. Perhaps this is why everybody 
seems to know all about a patient's 
case except, perhaps, the patient 
himself. 

Let's regard the third question: Who 
has the right to know detailed medical 
information? This is indeed a complex 
and intricate problem. It also involves 
the question of who does not have 
such a right. Even the first part of 
the question determined 
easily or summarily, In justice, the 
patient should be the first to know 
about his own case, and yet some or 
even many in the medical profession 
may honestly claim that prudence calls 
for withholding detailed information 
from the patient. They offer several 
reasons for this: The patient may be- 
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come gravely frightened or upset by 
it; a patient's will to get better is a 
definite tonic in itself and therefore 
such determination must not be shat- 
tered; a diagnosis is seldom simple 
and is so very complex that even the 
medical personnel may have no degree 
of certitude, but have, rather, mere 
opinion on which to base any judg- 
ment that might be announced. An- 
other reason is that current experimental 
factors are so close to solution that 
they may be successful if used on this 
particular patient and therefore bring 
the case to a _ successful conclusion 
without alarming the patient. 

Thus, in the medical profession it 
remains an unsettled question whether 
to tell a patient explicitly the details 
of his illness or prudently to withhold 
such details. Each medical person must 
therefore follow his conscience on this 
score, but it may be added here that 
one’s conscience ought to be properly 
formulated. This means that one should 
act with the intention to do what is 
right. With honesty and diligence one 
attains all the knowledge he can 
assimilate in this respect; there is a 
binding force, a moral obligation to 
do SO. 

However, to return to the point 
again, it seems that a patient has the 
primary right to know the details of 
his own case. Furthermore, there may 
even be an obligation to inform a 
patient, especially if that patient should 
be in imminent danger of death, be- 
cause the end of human nature is not 
temporal, but rather beyond time; 
such a patient should be given every 
opportunity to perform his last temporal 
human acts in relation to the proper 
end of man. 

On this point it makes no difference 
whether or not a medical person views 
human nature as purely temporal, and 
therefore not related beyond time, 
because such a person’s view does 
not eliminate the primary need of the 
patient to know the details of his own 
case. Similarly, even if a patient were 
to announce a similar point of view, 
it would be unfounded, and therefore 
leave room for re-evaluation according 
to actual evidence. This one may want 
to do when in imminent danger of 
death, provided there is time. In any 
case, it seems clear that the one who 
really has the primary right to know 
detailed information of grave illness is 
the patient, and that in case of evi- 
dence of imminent danger of death, 
there may even be an obligation to 
make this known to the patient. 

In view of this, the facts should be 
outlined to the patient as prudently 
as possible, even if they point toward 
death—more so if death is imminent. But 
the trouble is that death is often con- 
sidered a tragedy of human nature, 


when actually it can be the portal of 
a successful entry into eternity. Human 
nature is the composite of time and 
eternity, waiting for time to be fulfilled 
on earth in order to become singularly 
eternal, and death is the threshold to 
eternity. Therefore, human nature 
should prepare to make an appropriate 
entrance into eternity; it is no con- 
tradiction to work and to hope and to 
pray for a happy death. In keeping 
with this concept, then, it is an obliga- 
tion on the part of those who have 
knowledge in this respect to convey 
some clue that may help a person to 
prepare for a happy death. 

Who else has a right to know 
detailed information of a _ patient's 
illness? This is a real stumbling block. 
For one thing, it may be that a patient 
insists, with valid reason, that no one 
else, not even anyone in the immediate 
family or any relative, be told the 
details of his illness. He thus places a 
strict binding force upon the closed 
medical circle associated with his case. 
Usually, however, secrets are shared 
within the family circle, and therefore 
everyone in that group would have the 
right to know, with the concomitant 
obligation to keep the matter secretive. 

Another point to consider is that a 
patient may have a_ consultant—a 
friend, relative, or even an acquaint- 
ance—who acts as mediator, counsellor, 
or interpreter between the patient and 
the medical personnel. Such a person 
would also have the right to know the 
details, but again under the binding 
force of retaining them as secretive. 

As broad as this outline has been, 
can it be presumed that anyone and 
everyone should have the right to such 
detailed information? Indeed not. As a 
matter of fact, the latitude is not broad 
at all, but rather quite limited. In fact, 
it seems certain that the circuit of 
those having the right to know will 
be limited, although at times those 
within its scope may be numerous. 

As a final point, it may be em- 
phasized again that even if a person 
does learn secretive information, this 
does not imply he has permission to 
spread the information as though it 
were public knowledge. Everyone has 
the obligation to maintain the secret so 
that it does not become commonly 
known; the duty is indeed serious and 
binding. 

This leaves no room for busybodies 
to gossip about what should be secret 
information, even if it is true. Unfor- 
tunately, busybodies will probably find 
ways to rationalize everything that has 
been said. And yet there is nothing 
else that we can do except keep 
repeating what seems to be in keeping 
with human nature—that some matters 
demand secrecy—and hope that it will 
become understood by more people. 
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The Story of the Oral Hypoglycemic Agents 


EDITOR’S NOTE: Joan Sarvajic, R.N., M.S., has been with 
NURSING WORLD for the past six years as author of “Advances 
and Trends in Drug Therapy.” Therefore we are pleased to be 
able to announce that Miss Sarvajic has now added the initials 
M.D. to her name, following her graduation from New York 
University-Bellevue Medical Center, New York City, in June. 
She is now serving her internship in medicine at St. Vincent's 
Hospital in New York City and will continue to write this column 
as both an R.N. and M.D. 


The introduction of oral hypoglycemic agents has precipitated 
world-wide research involving not only the therapy of the 
disease, diabetes mellitus, but also the metabolic derangement 
itself. Not since the advent of insulin in 1921 has there been 
such impetus for further research in this field of medicine. 

This month the two large chemical groups from which the 
oral hypoglycemic agents have been studied—the sulfonylurea 
group and the biguanides—will be discussed. In the September 
issue criteria for selection of patients and postulated mechanisms 
of action for these drug groups will be considered. 

Some years prior to the discovery of insulin it was noted 
that tetany following parathyroidectomy was occasionally accom- 
panied by hypoglycemia and increased levels of guanidine in 
the blood. Watanabe in 1918 stated: “Guanidine has a marked 
effect on intermediary metabolism and decreases the glucose 
level in the blood.” 

Synthalin, a homologue of guanidine, in doses of 30 to 50 mg., 
daily, was found to decrease glycosuria to the extent of 30 to 
40 Gm. of glucose per 24 hours; there were also reports of 
success in some cases of mild and moderate diabetes. Although 
the advent of insulin in 1921, with its obvious physiological 
advantages, greatly decreased the interest in Synthalin, as late 
as 1926 Minkowski stated: “It is a momentous fact that the 
practical results exceeded all hopes . . . now an insulin-like 
substance has been actually obtained that could help the great 
army of mild and medium-severe diabetics.” 

In 1928 Frank and Wagner reported clinical success with a 
drug comparable to Synthalin, known as Neosynthalin. There 
were, however, some reports of toxicity due supposedly to liver 
damage, and further experiments on dogs indicated the possibility 
of both liver and kidney damage. 

Further reports of toxicity from Synthalin caused interest 
in its use to wane until comparatively recently when its use 
was revived in connection with studies on the pancreatic alpha 
cells and glucagon. 
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Other supposed hypoglycemic substances have been discussed 
over the years, but in interpreting results of such preparations 
it is necessary to remember that a substance may lower the 
blood sugar without being able to correct the faulty metabolism 
of diabetes. 

In the early 1940’s when the sulfonamides were introduced 
as antibacterial agents, studies with animals indicated that some 
of these compounds lowered the blood sugar. The earliest 
observations reported (in 1942) were those of Janbon and 
his associates, working in Montpellier, France, with sulfa- 
isopropylthiadiazol. Somewhat later, Chen, Anderson, and Maze, 
in the research laboratories of Eli Lilly and Company, found 
that sulfanilamido-cyclopropyl-thiazole could lower Mood sugar 
in rabbits. 

No significant clinical applications were made from these 
findings until 1954, when Franke and Fuchs while testing the 
antibacterial activity of a new compound designated as BZ 55 
(carbutamide), noted that subjects developed fatigue, sweating, 
hunger, and tremor reminiscent of the signs and symptoms of 
hypoglycemia due to insulin. The blood sugar was determined 
and found to be low, as had been anticipated. The drug was 
used successfully in the treatment of many patients with diabetes 
mellitus, and eventually clinical trial of the arylsulfonylurea 
compounds extended from Germany and the United States 
throughout the entire world. 

German clinicians quickly found that BZ 55 was effective in 
controlling the overt symptomatology of diabetes in middle-aged 
and elderly diabetic patients who had relatively low insulin 
requirements. They found that the drug was not effective in 
children and in those adults with the unstable juvenile type of 
diabetes. It was not an effective drug in diabetic acidosis and 
coma. Nor could it be used during acute infections, especially 
with fever and during and following major surgery. 

Carbutamide was introduced in the United States and Canada 
in the fall of 1955, when it was distributed for clinical trial 
and laboratory investigation by Eli Lilly and Company. During 
the following year more than 7,000 persons in the United States 
received the drug from their physicians. 


Too Many Side Effects 
Although a potent hypoglycemic agent in responsive individ- 
uals, carbutamide caused too many side effects for general use. 


Of 7,193 patients who had received the drug, 5.4 per cent 
experienced toxic effects, consisting chiefly of allergic skin 
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responses, nausea, vomiting, abdominal distress, leucopenia, 
agranulocytosis, and liver damage with jaundice. There were 
eight deaths which some attributed to carbutamide. Conse- 
quently, in the fall of 1956, the drug was withdrawn from 
further clinical investigation by Lilly. Carbutamide is still used 
in other countries of the world. For some reason as yet 
unexplained, fewer toxic effects have been reported by physicians 
outside of the United States. 

Shortly after the introduction of carbutamide in Germany, a 
second sulfonylurea compound was given clinical trial. The drug 
differed from BZ 55 only in the substitution of a methyl group 
for an amino group in the para position on the benzene ring. 
This substitution produces three effects: First the compound is 
somewhat less active as a hypoglycemic agent; next, it is not 
antibacterial. It is also less toxic and produces fewer side effects. 

In the United States D-860 is ae tolbutamide, marketed 
as Orinase. In general the effect of tolbutamide on the blood 
sugar is much the same as that of carbutamide, although 
it is somewhat less active in this respect. It is effective in the 
same types of patients as is carbutamide. 

Late in 1957 clinical trial was given to another sulfonylurea 
compound designated as chlorpropamide. The trade name 
Diabinese is used by Chas. Pfizer cal Company for this prepara- 
tion. It is a propyl rather than a butyl compound, and has a 
chlorine ion in the para position on the benzene ring. 

Chlorpropamide is a potent hypoglycemic agent which lowers 
the blood sugar in the same type of patients and under the 
same conditions as carbutamide and tolbutamide. The effective 
dosage is smaller than that of tolbutamide, ranging from 0.25 
to 0.5 Gm., daily. Absorption of the drug from the gastrointestinal 
tract is prompt but the rate of disappearance from the blood 
and its excretion in urine are much slower than for tolbutamide. 
Daily doses larger than 0.75 Gm. are avoided, since accumula- 
tion of the drug may occur. With higher doses untoward effects 
such as muscular weakness, malaise, skin rashes, gastrointestinal 
disturbances, jaundice, and prolonged hypoglycemia are seen. 
Consequently, the dosage requires careful supervision and is 
best kept at 0.5 Gm. or less, daily 

In recent months clinical trial of metahexamide has been 
initiated by Eli Lilly and Company. Like chlorpropamide, its 
effective dosage is small—50 to 300 mg., daily. To date, no 
significant untoward effects have been reported. 


The Biguanides 


In 1929 Slotta and Tschesche reported the hypoglycemic 
action of some lower alkyl derivatives of orally Theictered 
biguanides. A systemic evaluation of about 200 derivatives 
resulted in the selection of N-beta-phenethylformanidenylimino- 
urea hydrochloride, also known as DBI and phenethylbiguanide, 
for extensive trial. This synthetic substance, administered paren- 
terally or orally, caused hypoglycemia in guinea pigs, rats, 
rabbits, cats, and rhesus monkeys. It also reduced and main- 
tained at a normal level the blood sugar of alloxan-diabetic 
rats, rabbits, and monkeys. 

DBI is not a sulfonylurea derivative, but is a biguanide 
derived from formamidine. It is a white, crystalline, water-soluble 
solid. Other than its hypoglycemic effect, it has no known 
significant acute pharmacologic action. There are two closely 
allied analogues, the isoamyl derivative, DBTU, and the normal 
amyl derivative, DBB. All possess hypoglycemic action. DBI is 
the most hypoglycemic and least well tolerated; DBTU is best 
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tolerated and least effective in lowering the blood sugar; DBB 
lies between these compounds in both characteristics. 

The first clinical studies indicated that given orally, DBI 
produced improvement in glucose tolerance in patients with 
severe as well as mild diabetes. This suggested that — for 
side effects at the larger dose levels, this drug was useful in 
replacing insulin in certain patients. DBI appeared to have 
definite ability to lower blood sugar although the mechanism 
of action was not known. 

Annoying side effects restricted to the gastrointestinal tract 
were reported. At the annual meeting of the American Diabetes 
Association in June 1957 it was reported that in a series of 104 
yatients about 80 per cent had experienced a blood-sugar- 
Clie effect. Eighteen per cent were dropped from the series 
because of severe side elects, primarily nausea and vomiting. 
These symptoms occurred when larger doses of the drug were 
given. This drug differed in action from the sulfonylurea com- 
pounds in that it lowered blood sugar in patients in every age 
group studied, including children with diabetes. 

Joslin studied DBI, DBB, and DBTU in a clinic of 220 
patients ranging in age from 5 to 80. These were patients who 
had had diabetes anywhere from a period of a few weeks to 
35 years. According to the reports from this study, there was 
a significant lowering of hos jen in about 70 per cent of 
these patients. 

A high incidence of side effects, about 25 per cent, limited 
exclusively to the gastrointestinal tract, was found. The effective 
dosage :level was between 150 and 250 mg., daily, in divided 
doses. Since the side effects increase rapidly with a dosage 
above 200 mg. per day, the margin between therapeutic effect 
and side effect is narrow. To date there have been no systemic 
side effects. Joslin’s series of 75 patients receiving biguanides 
for one year have shown no significant changes in liver function 
or in blood and urine studies. 

The most significant characteristic of the biguanide group of 
hypoglycemic agents appears to be their ability to lower the 
blood sugar in long-term, unstable, and juvenile-type diabetics, 
although this cannot be accomplished in severe cases without 
the use of some insulin. It has been suggested that the usefulness 
of the drug for these patients may be in either the stabilization 
of a fluctuating type of diabetes or in the reduction of the 
insulin dosage. The latter may aid in preventing or ameliorating 
severe insulin reactions. 
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DESCRIPTION: Insulin, the active principle of the pancreas, 
is a protein, its activity depending upon the integrity of the 
protein structure. Since the proteolytic enzyme trypsin is also 
formed in the pancreas, it is apparent that in the early attempts 
at isolation, insulin was being hydrolyzed as rapidly as it was 
extracted. This fact was suspected by Banting, who reasoned 
that if the pancreatic ducts were ligated and the acinous tissue 
of the gland were allowed to degenerate, the principle acting 
on carbohydrate metabolism might be extracted. The success 
of this experiment is now medical history. 


ACTION AND EFFECTS: The mechanism by which insulin 
lowers the blood sugar has long been a matter of dispute, but 
there are two theories popular today. One states that insulin 
acts by enhancing the passage of glucose and galactose through 
cell membranes. In diabetes mellitus glucose is not utilized 
because it can’t enter cells where it is normally phosphorylated. 

The second theory, ascribed to Cori and Cori, implicates the 
pituitary gland which normally inhibits the phosphorylation of 
glucose. According to this theory insulin inhibits the pituitary 
gland from carrying out this function, thus making possible 
phosphorylation and transportation of glucose into the cells. 

The administration of insulin then makes possible four actions: 
synthesis of amino acids and their incorporation into bedy 
protein; increased oxidation of glucose to carbon dioxide and 
water; by increasing glucose oxidation, insulin decreases gluco- 
neogenesis and decreases the loss of nitrogen; and insulin aids 
in the increase of glycogen storage in the liver. 


USES: The most important use of insulin is in controlling the 
symptoms of diabetes mellitus. 
Insulin is —e to improve faulty appetite, especially 


in cases of impaired nutrition; in the treatment of schizophrenia 


it is administered to produce deliberately convulsions and shock. 


PREPARATIONS: Insulin Injection, U.S.P., is marketed in vials 
as a solution containing 40, 80, or 100 U.S.P. insulin units 
per milliliter of injection. 


DOSAGE AND ADMINISTRATION: The approximate amount 
of insulin needed for a patient may be x 5 aera by the 
amount of glucose aunt the urine; it is roughly estimated 
that one unit of insulin is required for every 1.5 to 2.0 Gm. 
of glucose in the urine. If the insulin requirement of the patient 
is low, a single daily dose is usually sufficient. This should be 
given before breakfast, when the blood sugar is usually at its 
highest level. If moderate amounts are required, injections are 
usually given before the morning and evening meals. Patieats 
requiring more than 40 units of insulin daily must usually 
receive insulin before each meal. At times it is necessary also 
to give a few units before the patient retires. 

The injection is given subcutaneously after the skin has been 
cleansed well, because these patients are particularly prone 
to infections. 


TOXICITY: Hyperinsulinism commonly results from improper 
control. The blood sugar falls and the resulting symptoms are 
the consequence of hypoglycemia; the symptoms are confined 
to the nervous, gastrointestinal, and cardiovascular systems, 


PRECAUTIONS: While the incidence of untoward reactions is 
low, the nurse should be familiar with them, Symptoms of 
hyperinsulinism are treated with orange juice or another rich 
source of carbohydrate. The nurse, recognizing diabetic coma, 
should be prepared to test urine, administer insulin, and have 
glucose infusions available, as ordered by the physician. 





DBI 


ORAL HYPOGLYCEMIC AGENT 





DESCRIPTION: DBI is an oral hypoglycemic agent now under- 
going intensive clinical trial and investigation. It is one of the 
few oral hypoglycemic agents that are not sulfonylurea deriva- 
tives; it is, rather, derived from formamidine and is chemically 
a biguanide known also as phenethylbiguanide. : 


ACTION AND EFFECTS: The ability to lower blood sugar in 
many diabetics is one of the least debatable characteristics of 
DBI and has been well documented during the past year. It is 
generally believed that the disappearance of glucose following 
DBI administration is probably due to increased anaerobic 
glycolysis. It lowers blood sugar not only in the stable or 
mature-onset type of diabetes, but also in the “brittle” or 
unstable type of diabetes, as well as in juvenile-type diabetes. 


USES: Although DBI is an enigmatic compound which is 
discouraging because of the high incidence of side effects, it is 
rewarding when an otherwise unstable, fluctuating diabetic 
with almost incapacitating reactions becomes better regulated 
with a decreased dose of insulin plus DBI. 

Increasing numbers of patients with the mature-onset type 

of diabetes and its attendant lability are faced with rapid rise 
and fall of their blood sugar levels, which often defies the 
most skillful attempts at control. In these patients the combined 
biguanide and insulin therapy, when sinned smoothes the 
blood sugar pattern and greatly reduces severe insulin reactions. 
This frequently results in better regulation of blood sugar than 
that obtained with insulin alone. 
PREPARATIONS: While DBI is not yet generally available 
by prescription, it has been supplied specifically for clinical 
trial by the U. S. Vitamin Corporation. Pending further studies, 
the drug will no doubt be made available for more extensive 
clinical use. 


DOSAGE AND ADMINISTRATION: In a series of 220 patients 
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(between 5 and 80 years old) who had had diabetes mellitus 
anywhere from a few weeks to 35 years, Joslin found the 
effective dosage level was between 150 and 250 mg,., daily, 
in divided doses. The drug is given orally. 

In juvenile or severe growth-onset diabetes, the administration 
of DBI is best accomplished by substituting DBI combined with 
insulin after the patient has achieved maximal control with 
insulin. The insulin is gradually decreased, while the DBI is 
increased until the highest tolerated dose of DBI and the 
lowest possible insulin dose consistent with good regulation are 
reached. If side effects ensue, the biguanide dose is lowered or 
omitted. 


TOXICITY: In studies both of the adult and juvenile-type 
diabetic there have been no serious toxic effects. Studies of 
liver function, including Bromsulfthalein retention, alkaline 
phosphatase, cephalin flocculation, thymol turbidity, and blood 
bilirubin, show no abnormalities. Hematologic studies, including 
hemoglobin determination, white blood count, and blood differ- 
ential counts, were consistently normal. Renal function studies, 
including investigation of nonprotein nitrogen and urinalysis 
showed no abnormal variation. 


PRECAUTIONS: In the juvenile diabetic, the patient’s or his 
family’s past training with insulin minimizes chances for errors 
in management leading to ketoacidosis, Immediate resumption 
of the pretherapy dosage of insulin is advised for emergencies 
requiring omission of the day’s total DBI. This may be supple- 
mented with regular insulin, by test. If emergencies arise after 
the absorption of biguanide, not more than half of the usual 
supplementary insulin is necessary. The incidence and severity 
of side effects are lessened by a slow transfer to the drug; 
they are often less frequent in patients treated on an outpatient 
basis because the transfer to DBI for these patients is necessarily 
slower than for hospitalized patients. 
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DIABINESE 


ORAL HYPOGLYCEMIC AGENT 





DESCRIPTION: Diabinese is one of the sulfonylurea compounds. 
Known also as chlorpropamide, it is closely related to carbu- 
tamide and tolbutamide (Orinase). 


ACTION AND EFFECTS: Diabinese exerts a hypoglycemic 
effect within one hour that becomes maximal within three to 
six hours. It exhibits twice the potency of tolbutamide when 
administered to acute diabetics and up to six times its potency 
when given to chronic diabetic patients. 

Diabinese has a longer biologic half-life than tolbutamide. 
Excreted slowly, 80 to 90 per cent of one administration is 
eliminated in 96 hours. A single dose provides a therapeutic 
effect lasting 24 hours or longer. Since it remains in the blood 
as the active hypoglycemic material and is only gradually 
removed, Diabinese has a long-lasting clinical benefit with rela- 
tively constant blood levels on low dosage administered once 
a day. 

The mechanism of Diabinese’s action has been the subject of 
considerable controversy, as is the case with all of the sulfonylurea 
derivatives, It has been suggested that this drug, as the others, 
may act primarily on the pancreas to stimulate release of insulin, 
decrease elaboration of glucagon, exert its effect within the 
liver by facilitating normal hepatic processes, or to inhibit insulin 
antagonists. Unlike phenethylbiguanide (DBI), Diabinese causes 
an increase in liver glycogen, and this effect has proved useful 
in the management of hepatic disease associated with diabetes 
mellitus. 


USES: Clinical studies indicate that Diabinese is effective in 
those patients with diabetes mellitus who belong to the common 
group, the so-called maturity-onset diabetics. In one study, 
Diabinese proved effective in 86.4 per cent of 1,675 patients 
over 40 years of age. Good results have been obtained in some 
“brittle” diabetics, as well as in many patients exhibiting primary 
or secondary failure with tolbutamide. 


PREPARATIONS: Diabinese is marketed in scored tablets of 
250 mg. each. 


DOSAGE AND ADMINISTRATION: Most patients receive an 
initial dosage of 0.25 to 0.5 Gm., daily, given as a single dose 
with breakfast. In general, patients are not — starting doses 
in excess of 0.5 Gm. daily. An initial dose of 250 mg. is recom- 
mended for elderly diabetics. Diabinese is an oral preparation. 


TOXICITY: There is usually an inverse relationship between the 
level of chlorpropamide and its effects on peripheral and hepatic 
venous sugar. The drug tends to accumulate so that dosage 
adjustment is necessary to prevent a profound drop in blood 
sugar. It is possible for patients on maintenance doses to develop 
severe hypoglycemia associated with mental confusion, tachy- 
cardia, and sweating. 

Diabinese tends to acumulate, due to its slow rate of renal 
excretion, lack of utilization, and perhaps increased tissue affinity. 
This provides a theoretical advantage because it insures greater 
constancy in drug level and facilitates stabilization of blood 
sugar. Temporary or continuous renal dysfunction may permit 
the drug to accumulate further so that unless very small doses 
are used, a profound hypoglycemia may result. For ideal control, 
it is desirable to determine sulfonamide levels in addition to 
levels of blood and urine sugar, to establish the required 
maintenance dosage. This may vary with alterations of diet, 
exercise, or in the presence of infections or processes which 
influence hepatic al renal metabolism. 

In searching for an ideal oral hypoglycemic agent for prolonged 
human use, it is necessary to determine the therapeutic-toxic 
ratio of each drug used to lower blood sugar. Initial experience 
suggests that Diabinese is an effective hypoglycemic agent. Po- 
tential increased toxicity due to the presence of the chlorine 
molecule has not been demonstrated in patients to date. 


PRECAUTIONS: Patients who are getting doses of Diabinese 
larger than 0.75 Gm. should be carefully observed for symptoms 
of cumulative action from the drug. Untoward effects such as 
muscular weakness, malaise, skin rashes, gastrointestinal dis- 
turbances, jaundice and prolonged hypoglycemia may occur. 





ORINASE 


ORAL HYPOGLYCEMIC AGENT 





DESCRIPTION: Orinase (tolbutamide), 
con pound, is not an endocrine substance or a derivative thereof; 
it is totally dissimilar in chemical structure to any of the 
hormones now known to aid in the regulation of carbohydrate 


a synthetic chemical 


metablism. 

While it is a sulfonamide derivative, it differs in one im- 
portant aspect. All sulfa drugs commonly used for treating 
infections have an amino group attached to the benzene ring. 
In Orinase this amino group ae been replaced by a methyl 
group. This fundamental change in the molecular structure has 
resulted in several important differences between Orinase and 
the sulfa drugs: Orinase is devoid of antibacterial activity; it 
cannot be measured in body fluids; it cannot be. acetylated; it 
has no significant effect on the thyroid gland, e.g., it is not 
goitrogenic. 


ACTION AND EFFECTS: Numerous recent studies _— 


convincing evidence that the major, if not sole, modes of action 
of Orinase are of stimulating synthesis and releasing endogenous 
insulin. 

Orinase is not an oral insulin nor a substitute for insulin. 
There is one factor relative to its mechanism that has been 
established conclusively: Orinase will not lower blood sugar 
in the human subject who has no pancreatic beta cells. Whether 
the drug has any significant effect after total pancreatectomy 
if insulin is being supplied is still a moot question. If Orinase 
does exert an insulin-sparing effect (and presently available data 
on this point are controversial), the mechanism of the action 
remains to be defined. It has been demonstrated that Orinase 
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does not alter the rate at which labeled iodo-insulin disappears 
from the blood. It must not be administered for juvenile-type 
diabetes. 

Unlike the nondiabetic subject whose hypoglycemic response is 
maximal within the first hour after taking Orinase, the Orinase- 
responsive diabetic patient exhibits a gradually progressive 
lowering of blood sugar, the maximal response being reached 
between five to eight hours after ingestion of a single 3 Gm. 
dose. The blood sugar then rises gradually and by the twenty- 
fourth hour has usually returned to the pretest level. 


USES: The clinical indication for Orinase is uncomplicated 
diabetes mellitus of the stable type, variously eonaied as 
relatively mild adult, maturity-onset, or nonketotic that cannot 
be adequately controlled by dietary restrictions alone. 


PREPARATIONS: Orinase is marketed in compressed scored 
tablets of 0.5 Gm. each. 


DOSAGE AND ADMINISTRATION: As with insulin therapy, 
there is no fixed dosage regimen for management of the diabetic 
with Orinase. A suggested dosage schedule for beginning 
therapy calls for 3 Gm. on the first day; on the second day, 
2 Gm.; on the third day, 1 Gm. On subsequent days, the 1 
Gm. dosage should be continued, and raised, or lowered, depend- 
ing upon what is necessary to control glycosuria. Thus depending 
on clinical response, dosage is decreased with the ultimate dose 
being the smallest daily dose required to maintain optimum 

(continued on page 32) 
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In Jackson County, North Carolina, everyone 
pitches in to promote the public’s health. 


Rural Health Day 


by LILLIAN HIRT 


GAY carnival atmosphere—with a 

serious purpose behind it—pre- 
vailed along the main street of Sylva, 
N.C., one day last summer as officials, 
merchants, and civic leaders from 
throughout the county joined to bring 
the story of public health directly to 
the people during Jackson County 
Rural Health Day. Members of the 
Halcyon Club, one of the four women’s 
clubs in Sylva affiliated with the Gen- 
eral Federation of Women’s Clubs, was 
another active force in making the day 
such a success that Dr. Margaret Blee, 
head of the School of Public Health 
Nursing of the University of North 
Carolina, declared: “This Rural Health 
Day you have here is one of the most 
exciting things I’ve heard of in public 
health.” 

On one street corner, children and 
grown-ups alike were delighted with 
the exaggerated moans and groans from 
a puppet theater where “Jack’s Tooth- 
ache” was dramatized. Of course, the 
purpose was educational, and everyone 
profited when Jack received instruction 
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A resident of Jackson County registers at a sidewalk table during the celebration. 
In store window, rear, is a display stressing the importance of dairy products. 


on better dental care. 

In a furniture store window, mem- 
bers of the Halcyon Club weighed and 
measured children who came in from 
the street. A pediatrician lent scales 
from his office, helped to prepare charts 
and exhibits on the seven basic foods, 
and provided information on causes and 
prevention of accidents among children. 
Each visitor received a little book in 
which to keep records of their chil- 
dren’s weight, height, immunizations, 
and other medical information. 

Free vitamin samples were dispensed 
from a pharmacy, along with pamphlets 
explaining the importance of vitamins 
in personal health. The pharmacist-hus- 
band of a Halcyon Club member was 
in charge of this service. 

Further proof that the women were 
not hestitant about volunteering their 
husbands’ services was evidenced in 
the case of the eye examinations. An 
optometrist’s wife was in charge of the 
Tel-Eye-Viewer, and gave free eye ex- 
aminations to county residents who 
ranged in age from 9 to 76. 


At various points along the street, 
other free tests were available for all 
who wished to take them. There was a 
skin test for tuberculosis, urinalysis for 
diabetes, a blood-pressure test, and 
many others. Plans are now under way 
to have a mobile X-ray unit on the 
street next year. Free movies were 
shown throughout the day, covering 
such topics as highway safety, cancer, 
tuberculosis, and mental health. 

Highlighting the day’s events was a 
parade in the afternoon, during which 
a $25 savings bond was awarded for 
correct identification of the “mystery 
lady” riding on one of the floats. Other 
prizes donated by merchants were 
awarded in a late afternoon drawing 
from registration lists. A final count 
showed that 1,044 different individuals 
had registered as participants in the 
day’s events. Of course, there is no way 
of estimating how many lives will be 
touched in the aftermath of such a ven- 
ture. 

To understand the need for this 
health program, we must consider the 
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Mrs. Don Ramsey, wife of a local optometrist, conducts one of the many free eye 
examinations administered during the day to residents ranging in age from 9 to 76. 


At a street-corner puppet theater “Jack's Toothache,” a show dramatizing the need 
for improved dental care, delighted both the children and adults in the audience. 
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make-up of Jackson County, which 
covers an area of 494 square miles in 
the rugged mountain terrain of western 
North Carolina. Its population of ap- 
proximately 20,000 live primarily in 
scattered settlements or villages; Sylva, 
the county seat, has a population of 
about 1,400, Jackson County is rich in 
natural resources and scenic beauty, a 
land of waterfalls, lakes, and forests. 
Roads and highways now are relatively 
good, but even so, there are miles of 
unpaved and ungraded roads still in 
use. 

For many years the doctors and pub- 
lic health nurses have endured hard- 
ships in attending the sick because they 
had to drive over rough mountain 
roads, sometimes going to houses so 
remote that only footpaths led up a 
mountainside. The nurses and _ physi- 
cians realized that much of this could 
be eliminated if the people themselves 
could only take certain precautions 
against illness or injury. 

While Jackson is a county that looks 
after its schools and public programs 
with much care, it is limited in action 
because of a low per capita cash in- 
come. Predominantly a rural county, 
its farm people are primarily foresters. 
Mining was at one time an important 
part of the county’s economy, but the 
mines are now practically inactive, al- 
though more than a hundred minerals 
have been identified in the county. 

Mead Corporation at Sylva, Skyland 

Textiles just outside the town, and 
Western Carolina College are the only 
concerns within the county employing 
appreciable numbers of people. And 
these three are concentrated within 10 
miles of each other. 
Jackson’s people are alert and am- 
bitious. For instance, every teacher in 
the public school system holds at least 
an “A” certificate, and a large majority 
of them either hold or are working to- 
ward the master’s degree. Here, then, is 
a county rich in potential but with 
many of its people still living under 
circumstances hindering the mainte- 
nance of high health standards. 

No one knows when the idea of a 
rural health conference was conceived, 
but the first action taken on it was 
in 1955, when the local medical society 
began to explore the possibilities of 
such a conference and look for a meet- 
ing place. Dr. Henry F. Barnes, then 
in private practice in Cullowhee and 
president of the society, headed the 
work the first year. 

That autumn, the medical society, 
in co-operation with the public health 
department, held the first conference 
in the Sylva Elementary School audi- 
torium. School children were asked to 
tell their parents about the conference, 
and it was publicized in local news- 
papers and through all the organized 
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clubs of the county. The public-spirited 
people who attended the first con- 
ference gained much helpful informa- 
tion, but those for whom it was pri- 
marily planned were not very well 
represented. 

The medical society, however, was 
not discouraged, for the first step had 
been taken, and prospects for the 
future were great. It was a mountainous 
job, though, to work out all the details 
and implement the program. The doc- 
tors and public health personnel real- 
ized that some of the work must be 
done by the citizens, themselves, if 
the real purpose were to be accom- 
plished. 

By coincidence, the Halcyon Club 
of Sylva was then looking for a public 
health project, and the president men- 
tioned this one day while talking to 
one of the doctors involved in the first 
conference. It was mutually agreed 
that promoting future health confer- 
ences would be a perfect project for 
the club, and they enthusiastically went 
about the task of planning the myriad 
details for the next year. 

Of the club’s 22 members, 18 teach 
in the public schools, and this gives 
them a personal, direct contact with 
many of the homes of the county. 
Teachers, too, have probably more in- 
dication of the status of health among 
children than other groups would have. 


Interest Rises 


For the next two years, the program 
continued as it started, with meetings 
in the auditorium, and each year there 
developed an increased interest and 
attendance. Panel discussions covered a 
wide range of subjects, with specialists 
in many fields participating. The local 
public health department arranged dis- 
cussions of farm and home sanitation, a 
subject particularly important in a 
rural county. Other subjects under dis- 
cussion concerned blood pressure and 
obesity, child care, clinics of various 
kinds, X-ray and its uses. 

A psychiatrist discussed “how to 
blow your stack healthfully,” explain- 
ing causes, effects, and control of ten- 
sions. A judge from the — relations 
court in Asheville discussed ways in 
which good health and good family 
relations go hand in hand, and a na- 
tionally famous clinical director empha- 
sized the importance of the rural clinic 
in establishing and maintaining good 
health attitudes and practices. State 
health officials made their services 
available also. In short, no effort was 
spared to bring to Jackson County this 
concentration of expert opinion and 
advice on matters of health. 

Dr. Barnes, in the meantime, had 
given up his private practice to become 
the district health officer. He and the 
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public health nurses, doctors, and 
other interested persons took every op- 
portunity to apprise the people with 
whom they came in contact of the value 
of the conference and to ask their 
participation. 

The Halcyon Club extended to every 
civic club, church group, and service 
organization within the county an in- 
vitation to participate and to arouse 
their memberships to the need for such 
a program. It should be noted that 
these Halcyon members, in addition to 
their teaching duties, are mostly moth- 
ers of young children and have home 
responsibilities—but still they found 
time and energy to work tirelessly for 
the cause they had adopted. 

The local newspaper joined in the 
march and carried heavy coverage on 
the project; radio announcements and 


lay aside their hard work, forget their 
cares, and go to town. It’s a time of 
reunion for many, and it’s pleasant to 
stand on the street corners and talk 
with old friends. Few people are on a 
schedule of any kind, and no one has 
to be in any great hurry. Therefore a 
summer Saturday was chosen for Rural 
Health Day. 

Anyone familiar with arranging pub- 
lic projects will recognize the tremen- 
dous amount of work required. So far 
as Jackson County is concerned, there 
is no doubt of the justification for that 
work. When so many of the county’s 
population will take the time to stop 
and learn about maintaining and im- 
proving their health, to ask questions 
and show interest in the answers, and 
try to improve their own health through 
this knowledge, then of course it’s 


A highlight of Jackson County Rural Health Day is the afternoon parade, in which 
many local organizations, including the Girl Scouts and the Brownies, participate. 


even fifteen-minute programs about the 
public health project were carried on 
local stations free of charge. The 
Guidance Clinic at Western Carolina 
College and groups of advanced stu- 
dents engaged in community service 
projects and teacher-training partici- 
pated also. The college offers the 
Bachelor of Science in Nursing, and 
the nursing students were particularly 
interested. It seemed that everyone in 
the county would know all the details 
and would be eager to turn out for this 
event that could mean so much to their 
health. 

As noted before, attendance was 
good, but the Halcyon women felt that 
something was lacking: There were still 
too many people who actually needed 
the information who were not coming 
to the meetings. 

It didn’t take long to come up with 
the logical answer: If the people didn’t 
come to them, they bess go to the 
people. And that’s exactly what they 
did for the 1958 program. 

Saturday in a rural section is the 
one day in the week when all the peo- 
ple from the farm and forest areas can 


worth all the hard work involved in 
promoting the annual health conference. 
If the health of one child can be 
improved because his mother learned 
something about dietary needs—if the 
sight of one can be saved because he 
took time to find out about a defect 
before it became serious—if any home 
can be made safer because the family 
learned how to check for hazards— 
then the whole program is justified. 
Jackson County doctors in private 
practice have given freely of their time 
in supporting the Rural Health Day. 
Unselfishly, 


ey have ons, me in plan- 
ning the day’s events, conducting tests, 
and providing oeert. 


The public health department is 
greatly encouraged by this support of 
the work it has been doing for years, 
believing that all the research that has 
been done and all the books that have 
been written are of no value unless 
knowledge can be channelled to the 
people who need it. In this effort they 
see the public aroused; the health cam- 
paign the department has engaged in 
for so long is being bolstered by wel- 
come outside help. 
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INVA TP 


THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N., M.A. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 


T has been said that not to know schizophrenia is to be 

seriously limited in one’s understanding of human 
pathology in everyday life.* In learning about schizophrenia 
we are helped somewhat by the recorded observations of 
those who share with us their experiences in working with 
schizophrenic patients. 

We need to be reminded, however, that the written 
sources are helpful only to the degree that they become 
associated with the living persons identified as schizophrenic. 
When we get to know something about schizophrenic 
patients we are likely to find that such patients are gen- 
erally considered peculiar in their thinking and disturbed 
in their feelings. Furthermore, these characteristics will be 
observed in different persons in countless patterns of speech 
and behavior indicated as bizarre. 

We must realize that nursing students are unlikely to 
grasp all the essentials of human behavior in the relatively 
brief space of time provided in their course of instruction. 
Another limitation resides in the lack of provision for the 
supervised experiences to insure appropriate 
adaptation of these essentials to the needs of individual 
patients in carrying out the necessary physical and psy- 
chological nursing procedures. 

Not only does the student need to know about the char- 
acteristics of schizophrenic patients, she also needs to be 
able to carry out the appropriate therapeutic procedures in 
such a way as to be involved in a psychotherapeutic process 
with the patient. In other words, any doing for the patient 
is also modified for good or ill by being what any one of 
as is at any given time. 

For further illustration on how students might be helped 
to appreciate the part they play in nursing a schizophrenic 
patient we might now continue where we left off in the 
last article. There we saw how Barbara, a newly admitted 
17-year-old adolescent to a psychiatric hospital, appeared to 
be several years younger than she really was. A number of 
clues were gathered during the first 24 hours to indicate 
what might be causing the patient to resist the necessary 
nursing care. 


necessary 


*Lewis B. Hill, Psychotherapeutic Intervention in Schizo- 
phrenia (Chicago, The University of Chicago Press, 1955). 
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Instructor: From what we have learned about Barbara 
so far, what nursing problems do you anticipate? 

Student: She does not want to be with people. She’s 
suicidal and refuses food. 

Instructor: What has she told us to help us understand 
her behavior? 

Student: She is afraid of having her feelings hurt, and 
thinks she is no good. 

Instructor: Isn't it possible that she is also afraid she 
might hurt someone? What did she mean when she said 
that she did not want her family to be unhappy? 

Student: Was she projecting her own unhappiness on 
them and her classmates? 

Instructor: That is quite possible, for we see how per- 
fectionist standards she sets for herself are likely to be used 
as measures to evaluate other people. But what happens 
when she is critical of them for being less than perfect? 
How do you feel when someone lets you down and fails to 
live up to your idealistic expectations of them? 

Student: We are likely to be angry and hostile. 

Instructor: Yes, and Barbara feels this way, but finds such 
undesirable reactions falling below her perfectionist stand- 
ards. She represses, that is, puts out of her awareness, this 
side of herself, and, in the unconscious efforts to do so, 
restricts other mental activities. We hear her telling us, 
“I can’t remember.” Though unaware of what she is doing 
to herself, she has a vague sense of not belonging, and she 
avoids inflicting herself on others by saying she has never 
done any good. 

Student: Is that what she meant when she said her head 
got tight and she felt empty inside? 


Meaning of Her “Emptiness” 


Instructor: The emptiness can mean that she has nothing 
to give but the anger and hostility she has repressed, think- 
ing them to be something bad and harmful to others. This 
could also mean that she feels she should not take anything 
inside herself because of her unworthiness. This could also 
account for her suicidal tendencies and refusal to eat. 

She avoids other people who represent the warmth and 
affection of which she feels incapable. Therefore we might 
try to keep in mind that when she says she is unable to 
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please anyone she is really saying that she is finding it hard 
to meet her self-expectations. What might you be tempted 
to do if you heard her say these things? 

Student: It might be worth while to try to convince her 
that she is good and worthy, and that we appreciate her. 

Instructor: Do you really think she would be appeased 
by your assurance that she pleases you? It is not as simple 
as that. Although this feeling probably originated in earlier 
experiences when she was unable to arouse any satisfactory 
responses and so had come to feel herself unworthy, the 
feeling is now so deep-seated that it would be difficult to 
convince her otherwise. What are some of the things you 
could do to help Barbara? i 

Student: We shall have to take into consideration that she 
should not be expected to act immediately on being told 
to do something. Barbara gave us this clue when she said 
it took her so long to get anything done. 

Student: It should be remembered that any decisions put 
up to her only tend to arouse further anxiety about whether 
she is doing right or wrong. For instance, instead of asking 
her to go to the dining room with the other patients she 
should be told in a matter-of-fact way, “We are now going 
to the dining room.” 

Student: It must be expected that she will be unable to 
keep in mind more than one or two things to do at a time. 
She cannot be held responsible for what to wear or when to 
be ready for the scheduled activities of the following day. 
She will have to be reminded of such things nearer the 
actual time for doing them, and even then time must be 
allowed for her retarded responses. 

Student: We must also be on the alert for suicidal tenden- 
cies. But although she will need to be closely observed we 
should strive to make her feel accepted as she is, without 
trying to convince her that she is not as bad as she thinks 
she is. 

Student: She needs to be oriented to the surroundings 
by showing her the location of her bed and the place for 
her belongings. 

Student: She should be reminded to go to the toilet at 
regular intervals; we shouldn’t expect her to make the 
decision for herself. 

Instructor: You have offered several important points to 
remember in caring for Barbara. What also might vou keep 
in mind about how she is likely to see you as a person? 
How do you suppose she regards you when you feel ob- 
ligated to be nice to her? Does she thereby feel more keenly 
her own inadequacy? When you urge her to eat or get 
dressed or carry out other activities in daily living does 
she resent being treated like a child or feel even guiltier 
than before about not being able to get anything right? 

How matter-of-fact can you be in assuming that she is 
ill and therefore needs to be taken care of by having you do 
things for her? Does her resistance normally arouse your 
anger? Are you influenced by knowing that she is struggling 
with overwhelming conflicts and is not being stubborn even 
though that is how you could characterize her behavior? Can 
you do what is necessary without appearing to be too kind 
or too good? 

You have pointed out how necessary it is to have her food 
served in pleasant surroundings and you probably realize 
how you, too, don’t take certain foods when you are not 
feeling up to par. Perhaps you will notice a particular 
aversion to tomato juice in patients like Barbara; think how 
fearful such a person might be when she associates the 
color red with anger and hostility. 

Barbara, as we learned, feels unworthy to receive or to 
give anything; this could include conversation, food, or 
friendliness. Have you given any thought to what it might 
mean to assign a particular nurse to this patient? 

Student: It might help her to feel that somone is interested 
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enough to want to do this. But I was very troubled the other 
day when I thought I had accomplished a great deal for 
Ann Smith by giving her special attention only to have her 
slap my face after I had fixed her hair in a becoming style. 
I learned from the head nurse that a schizophrenic patient 
is generally fearful of having someone get too close to her. 

Instructor: Yes, this sense of keeping you at a distance 
must be understood not as a need to be left alone but as a 
requirement that you do not move in too close. You can 
establish for the patient a sense of continuity by making 
her surroundings consistent. Your communication will be 
more effective through your actions rather than by words. 
You could convey to Barbara, for instance, that she is 
worth while by the way you act toward her. What are some 
of the things to keep in mind when you are the nurse 
assigned to give her special care? 

Student: That I might not be acceptable to her. 

Student; That Barbara might get angry and disappointed 
when I leave her, especially at the end of my assignment. 

Student: The attachment might be frightening to her. 
Too close a relationship might arouse impulses about which 
she is already guilty and probably has been trying to 
keep in check. 

Instructor: You have made some important observations 
that you should remember when taking care of Barbara’s 
needs. As you fulfill your professional nursing role in this 
one instance, you will find you become more tolerant of 
other patients like Barbara. Like a considerable number 
of students, not only in nursing but also others involved in 
caring for a schizophrenic patient, you are likely to swing 
from one extreme to another: Denying the mental basis of 
the condition or believing that all of us are involved in one 
or more psychotic manifestations. Gradually we come to 
see ourselves not entirely free of the characteristics of a 
schizophrenic patient, but we recognize also that these do 
not necessarily imply a psychosis. Before we arrive at such 
an understanding, however, we are likely to go through 
the painful experiences of having patients point out our 
weakest spots to us. 


Needs Nourishment 


In caring for Barbara we need to take into consideration 
that she must have adequate nourishment. She will require 
the assurance we can give her by our gentle manner. It 
should be kept in mind that force tends to crush such a per- 
son who then withdraws even more completely and feels even 
greater guilt. On the other hand, if the nurse suggests 
that the food is nice, her feeling of unworthiness will keep 
her from taking it because she feels she should not. Then, 
too, a conflict might start over the good nurse who “wants 
me to eat and I can’t because I am too bad.” So the re- 
assurance of the good nurse can arouse even greater feeling 
of inadequacy. What to do then? If possible, the ideal 
way is to convey the feeling that the nurse does what needs 
to be done. A professional manner is neither too good nor 
too kind, but it is realistic in carrying out appropriate 
nursing measures. 

Because patients like Barbara make up the greatest 
proportion of all hospitalized mentally ill patients, they are 
a real challenge to nurses expected to assist in providing 
appropriate nursing care. Remedial nursing measures are 
prescribed for varied physiological and physical disabilities 
such as manifestations of faulty circulation and gastric dis- 
turbances. In carrying out these measures nurses will need 
to guard against their own resistances to being held aloof. 

Though such patients isolate themselves from warmth 
and acceptance they need our consistent friendliness; this 
serves as a step toward helping them to accept reality and 
eventually themselves. 
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While studying for 
her master’s degree 


in psychiatric 


nursing the author 


had two experiences 


that made her 
realize the true 


meaning of 
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HOPELESSNESS 


by MARGARET A. MARSHALL, R.N., M.S. 


Instructor in Nursing, College of Nursing, 
Rutgers, The State University, Newark, N.J. 


HAT is hopelessness? Where does 

it stem from? How can it be 
dealt with in the psychiatric hospital? 
The need to find answers to these 
questions arose during an educational 
experience in intensive nurse-patient 
relationships; it arose again during an 
experience in group work. Both ex- 
xeriences occurred in large mental 
1ospitals. 

You can recognize the presence of 
a feeling of hopelessness at times when 
you go into a strange hospital. Hope- 
lessness is looking forward to success, 
but anticipating failure. After about 10 
minutes of conversation with per- 
sonnel, the hopelessness is communi- 
cated, either verbally or empathically. 
“These people never get well, so why 
try to do more than keep them happy, 
clean, and fed,” the personnel seem 
to say. In other mal 2 they would 
provide only custodial care. 

On the other hand, you can enter 
another hospital and find a feeling of 
hope conveyed. The patients recover, 
go home, and stay at home with no 
problems with the family, community, 
or job. The goal of the personnel is 
to work together with the patient to 
expedite the therapeutic process and 
get the patient home. Could it possibly 
be true, then, that hopelessness is a 
problem, not only with the patient, 
but with those who work with him 
as well? 

In the individual nurse-patient rela- 
tionship referred to previously, the 
hopelessness arose first after several 
weeks of work with the patient, and 
in a unique way. To protect the iden- 
tity of the patient involved, she will 
be called Anne. 

Anne had been hospitalized about 
two and a half years when the rela- 
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tionship began. It was not her first 
admission to the hospital, she had been 
in and out of hospitals for about 15 
years. Anne had been on home visit 
for about one year of the two and a 
half years of the present admission, 
and had been employed most of that 
time. The patient was unable to ac- 
count for her return to the hospital 
after the leave, but thought it was 
the usual procedure to return and be 
examined thoroughly before being dis- 
charged permanently. 


Visit Promised 


Anne had a mother who was living 
and a son who had married while she 
was hospitalized. The son, daughter- 
in-law, and mother lived together in 
a town about 30 miles from the hospital 
and visited the patient regularly once 
every month. The mother had been 
promising to take Anne home for a 
week end. No definite time had been 
set for the visit, but Anne expected 
that it would be at Thanksgiving. How- 
ever, the family failed to visit during 
November and the week end was 
pushed up, by the patient, to Christ- 
mas. This was confirmed by the family 
when they came to visit early in 
December. 

The patient was visited by the staff 
doctor, and during the course of the 
conversation, they discussed Anne’s 
progress and the possibility of institut- 
ing week-end visits to her family and 
home. When the doctor proposed to 
present the patient to staff for approval 
of the visits, Anne said, “I am well 
enough to go home week ends, but 
not yet well enough for an indefinite 
stay. I do want to go, but I will come 
back and continue the process with 


the staff and ‘my’ nurse until I am 
completely well.” Week-end visits were 
then approved by the staff. 

In relating this conversation to the 
nurse, Anne verbalized the belief that 
her previous home visit had been 
unsuccessful because she had not com- 
pletely recovered from her illness. She 
said that she was willing to remain 
for therapy this time in an attempt to 
insure success when discharged from 
the hospital. 

There had been no hint of hopeless- 
ness in the relationship up to this point. 
Then the prec.pitating event occurred. 
The mother wrote to Anne that the 
son and daughter-in-law had adopted 
a baby, and for that reason would be 
unable to have Anne at home for a 
week end. In her letter Anne’s mother 
said that Anne should make up her 
mind that the hospital was the only 
home that she could ever expect to 
have. After all, Anne’s mother wrote, 
she (the mother) was too old to cope 
with Anne and a new baby at the 
same time! 

“This is a hopeless situation,” Anne 
declared. “What do you do when the 
family breaks a promise? And when 
the staff has approved me for home 
visits? I’ve been replaced by an infant, 
a total stranger, in my own home! 
They'd rather have a baby than me.” 

All participation in activities ceased. 
Anne consistently failed to carry out 
her ward assignment—watering the 
plants—which would have taken about 
10 minutes each day. She then became 
physically ill and was transferred to 
a sick ward, where she remained for 
two weeks. After returning to her own 
ward, the relationship was weighed 
down with hopelessness. The patient 
moved backward rapidly to her psy- 
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chotic state. “Why bother to get well,” 
she reasoned, “I’m never going home 
anyway.” 

These problems were worked with 
for several weeks, with no obvious 
progress. The patient still failed to do 
her assignment and go to activities. The 
nurse then sought expert advice and 
guidance; she received both. It was 
then a matter of waiting for the subject 
to come up again in the next session. 
And it did. 

“If you were in my place, what would 
you do? My family won't have me at 
home. My mother said so. The doctor 
should force them to take me as soon 
as I am well,” Anne said. “What would 
you do?” 

“I cannot put myself in your place, 
Anne,” I answered. “I lack your experi- 
ence; I can only speculate. I think, 
though, I'd get so well it would be 
perfectly obvious that I didn’t need 
hospital care any longer. Then anyone 
could look at me and say, “She doesn’t 
belong here.’ After that some arrange- 
ment could be made to send me either 
to my own home or to a foster home.” 

Anne considered this suggestion for 
about three weeks and finally decided 
that it would work. She started by 
carrying out her ward assignment faith- 
fully; eventually she resumed all activ- 
ities. Hopelessness did not come up 
for discussion again in the relationship, 
and good progress was made by the 
patient. Such good progress, in fact, 
that Anne was approved for home care 
three months later. The family had 
not yet called for the patient when the 
relationship terminated, but this patient 
was ready to go home. The problem 
had been worked through and solved. 

It is not suggested that all hopeless- 
ness can be handled in the same way. 
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The nurse should work under expert 
supervision and guidance. She should 
seek expert advice and follow it as 
long as she continues to work inten- 
sively with patients. 

The relationship discussed above 
lasted for eight months. During that 
time the patient was seen regularly 
for one hour in the morning, three days 
a week, for five months; then two days 
a week for three months. The entire 
experience was supervised by a person 
well qualified to give such supervision. ° 

There has been increased interest in 
nurse-patient relationships in recent 
years. Doctors have verbalized a will- 
ingness to supervise and guide those 
nurses who are willing to enter into a 
one-to-one relationship with patients or 
to work with groups of patients. 

This supervision and guidance is 
illustrated in the recent National League 
for Nursing—Smith, Kline and French 
Company film, “Nurse-Patient Relation- 
ship.” As long as mental illness remains 
a major health problem, the assistance 
of all the health professions should be 
utilized. The nurse is surely a member 
of the health team and might well 
participate actively in helping all other 
members of the health team in the 
fight to prevent and to cure mental 
illness. 


“Just Plain Crazy?” 


The hopelessness which arose during 
my group-work experience was similar, 
yet in some ways different. The hope- 
lessness of Bill’s situation was com- 

*Hildegard E. Peplau, Ed.D., Director, 
Program in Advanced Psychiatric Nursing, 
College of Nursing, Rutgers, The State 
University, Newark, N.J. 


municated to the group by the attend- 
ant, who said, “He’s a hopeless case! 
Bill can’t talk. He'll never go home. 
Do what you want, but after all, these 
patients are 10 per cent mentally ill, 
and the other 90 per cent are just plain 
crazy. Bill is one of the just plain 
crazy ones.” 

The nurses working with the group 
saw Bill for one hour each week. He 
was not verbal at the beginning, but 
was given support and encouragement. 
He was told repeatedly that he could 
talk when he felt safer and a little less 
anxious in the situation. The nurse sat 
quietly with Bill, speaking softly to 
him about the weather, the ward activ- 
ity, and his fellow patients. 

After three hours of this one-sided 
conversation Bill was comfortable 
enough with the nurse to start talking 
with her about his fears, his problems, 
and his family. He related the conver- 
sations of the personnel about himself 
and other patients. He knew he was 
considered hopeless. They said he 
couldn’t talk—so he didn’t. He could, 
though, if he wanted to, he — 

] 


The attendants were, needless to 


say, impressed with this re 
and its outcome. When it terminated, 
the personnel showed signs of having 


learned, by demonstration, that it 
wasn’t really true that “90 per cent of 
these patients are just plain crazy.” 

Perhaps we should all do more teach- 
ing by demonstration in order to clear 
up some of the misconceptions about 
mental illness. It may also be a good 
cure for some of the hopelessness, which 
is one of the most common problems 
in mental hospitals at the present time. 
Hopelessness, which comes from the 
family and hospital personnel, is a 
heavy burden to the patient. 
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What They're Saying 


(continued from page 10) 


hospital ward with no limit on the 
length of stay. In two provinces—Al- 
berta and British Columbia—a ‘deterrent 
charge’. . . is made. In other provinces 
the service is free. 

“Other free include: all 
nece’sary nursing, X-rays, laboratory 
and diagnostic services, use of operating 
rooms, anesthetics, routine surgical sup- 
administered in 


services 


plies, drugs, when 
hospitals; blood transfusions; use of 
radio therapy and physical therapy, 
when equipment is available. 

“If ‘medical necessity’ requires it, a 
patient is entitled to a private room 
and special nursing care. . . . Otherwise, 
such extras must be paid for by 
the patient.” 


Hypochondriac in Russia 


An amusing story about “My Stay in 
a Red Hospital” is recounted by David 
M. Selbourne in the May issue of To- 
day's Health. An Englishman and hypo- 
chondriac (by self-admission), Mr. 
Selbourne had the “opportunity,” as he 
expresses it, of becoming ill during a 
vi: it last summer in the Soviet Union. 

Not’ feeling well evening in 
Moscow, the author decided to consult 
the resident doctor in the hotel where 
he was a guest. At midnight he entered 


one 


the doctor’s waiting room to find “four 
chairs, a bust of Lenin, a silver samovar 
and a small table with several week-old 
copies of Pravda.” In a short while two 
women entered the room. The doctor 
appeared “vast and expansive,” while 
the other woman, an interpreter, was 
small and timid. 

After reciting his symptoms of fever, 
a blinding headache, and numerous 
pains, Mr. Selbourne diagnosed his ail- 
ment as the Asiatic flu. “Why call it 
Asiatic flu?” asked the interpreter. “You 
brought the flu from the West!” 

After an examination that disclosed 
a temperature of 101°, the doctor rec- 
ommended immediate hospitalization. 
A half-hour later, three white-robed 
men appeared, placed Mr. Selbourne 
on a stretcher, and rushed him to the 
hospital by ambulance. In the 2,500- 
bed Bodkina Hospital, the author was 
taken to a small room where an old 
woman told him to lie on the couch 
and get undressed. In this not-too-warm 
room where there were occasional flies, 
a second woman attended the patient 
and gave him a receipt for his clothes 
after making out a list of them. 

A third woman appeared, announcing 
in fluent English that she was the doc- 
tor. She told Mr. Selbourne that he was 
to be admitted to the isolation unit. Be- 
fore he was transferred, the first old 
woman gave him his hospital clothing, 
which consisted of a striped jacket and 
trousers made of a thick blanket-like 
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material. A towel was wrapped around 
his head. 

Mr. Selbourne was placed in a five- 
bed ward with two Chinese and two 
Bulgarians, all members of a visiting 
delegation. “Conversation was limited,” 
he relates. “A sleeping tablet, a glass 
of lemon tea, and I awoke in the after- 
noon.” 

He reports that the nursing care was 
rudimentary. Only once during his six- 
day hospitalization was his bed made. 
However, food was continually brought 
to him. Several examinations were per- 
formed by different women doctors. His 
treatment consisted of eyedrops which 
Mr. Selbourne declares he didn’t need. 
“Of all things,” he says, “I received 
mustard plasters, which I always be- 
lieved predated the Flood.” 

One of the interesting features of the 
hospital atmosphere was its “alarming” 
informality. The author was permitted 
to roam over the entire isolation unit. 
Every evening many of the patients 
from the five-bed wards met at the end 
of the corridor on a balcony which 
overlooked the hospital grounds. Men 
and women alike wore striped uniforms. 

“Speaking as a hypochondriac, I en- 
enjoyed my stay at Bodkina,” declares 
Mr. Selbourne. “The day they returned 
my clothes, cleaned and pressed and 
with my serial number stitched unob- 


‘ trusively in each garment, I left the 


hospital with the feeling that illness 
can be a most enlightening experience.” 





Advances and Trends in Drug Therapy 


(continued from page 24) 


control. Maintenance dosage over 2 Gm 
= 


generally patients who do not respond to 2 Gm. will not respond 


is seldom required; 


to higher doses. 

The daily dosage may be taken orally 
morning or in divided doses. While either schedule is effective, 
the divided dose schedule is preferred by some clinicians and 
may be preferable from the standpoint of digestive tolerance. 
Occasionally patients who may initially respond to Orinase are 
later found to have unsatisfactory control which m uy be caused 


as a single dose each 


after an extended period of good control. 


TOXICITY: Orinase appears to be remarkably free of gross 
clinical toxicity. Chronic hepatic studies in humans have ruled 
out fear of hepatoxicity from extensive use of Orinase, a fear 
engendered by earlier studies in dogs. 


PRECAUTIONS: The nurse should be aware that although 
hypoglycemia is rare in patients receiving Orinase therapy, when 
it does occur it is usually during the transition from insulin to 
Orinase therapy. 

Gastrointestinal disturbances, nausea, epigastric fullness, and 
heartburn appear to be related to the size of the dose, since they 


by dietary 


sma 


neglect, emotional stress, or other factors. Often, 
a small increases in dosage restore desired control. A 
| percentage of patients may exhibit loss of responsiveness 


frequently disappear when dosage is reduced or given in divided 
doses after meals. Allergic skin manifestations disappear with 
continued use of the drug. If not, the drug must be discontinued. 
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versity of Florida, Gainesville; Univer- 
sity of Utah, Salt Lake City; and West- 
ern Interstate Commission on Higher 
Education, Boulder, Colo. 

The three projects already under way 
are being conducted at Cornell Univer- 
sity and Montefiore Hospital in New 
York City, and the University of Ne- 
braska in Lincoln, Neb. 
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The Division of Nursing Resources, 
in co-operation with the Division of 
General Medical Sciences of the Na- 
tional Institutes of Health, administer 
the grants. 


Need for Publicity Stressed 


Lt. Col. Mildred I. Clark, director of 
recruiting for the Army Nurse Corps, 
stressed the need for added nursing re- 
cruitment publicity, especially on the 
Army Student Nurse Program, during 


recent meetings with First Army area 
Nurse Corps Counselors. 

Pointing to a national shortage of 
approximately 70,000 registered nurses, 
Colonel Clark stated that the quickest 
and surest way of reaching the potential 
nurse for civilian hospital duty or for 
the Armed Services is through news 
and feature media. The message, she 
said, should be brought to the students 
at a time when they are planning their 
futures and in the first years of prelim- 
inary training. 
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Colonel Clark feels that two obstacles 
to recruiting candidates for the Army 
Nurse Corps—the inability to reach the 
young people with the right publicity 
and parental objection to girls leaving 
home—are now being overcome. 

The Army Student Nurse Program, 
initiated in late 1956, accepts students 
who have completed their second year 
of training at an accredited hospital 
school of nursing as volunteers for the 
Women’s Army Corps Reserve. 

During their final year or two of 
study, these candidates receive Army 
pay and allowances. Once they have 
graduated, received their R. N. licenses, 
and been commissioned in the Army 
Nurse Corps, the program members re- 
ceive officer pay, paid travel and vaca- 
tions, and have their uniforms supplied 
free. They also have the opportunity 
to take advantage of other programs 
leading to advanced specialization and 
higher degrees. 


R.N.’s Increase 


There are now an estimated 460,000 
registered nurses employed in the 
United States, an increase of 30,000 
over 1956, according to information 
pooled by the American Nurses’ As- 
sociation, the National League for 
Nursing, and the United States Public 
Health Service. 

According to these organizations, 
however, the increase in the number of 
registered nurses employed is not keep- 
ing pace with the increasing demands 
for their services. At present there are 
268 R.N.’s per 100,000 population. To 
reach the reasonable goal of 300 pro- 
fessional nurses per 100,000 population, 
an estimated 56,000 additional R.N.’s 
are needed. 

The gain over 1956 is attributed to 
an increase in the number of part-time 
workers and the readmission of former 
inactive nurses, 


Brooklyn V.N.A. Visits 


The Visiting Nurse Association of 
Brooklyn in its 70th Annual Report re- 
vealed that its members paid 155,253 
visits to 20,175 patients during 1958. 
Of these visits, 49.7 per cent were 
made to patients unable to pay for 
needed nursing care. 

The report also revealed an estimaved 
$71,168.96 operating deficit for the year 
out of a total budget of $693,209.21. 

The largest single total of visits were 
to patients with heart and circulatory 
ailments and the older-age group. The 
second largest number of visits were 
to infants and maternity patients. 

Copies of the 70th Annual Report are 
available from the Visiting Nurse As- 
sociation of Brooklyn, Inc., 138 South 
Oxford St., Brooklyn, N. Y. 
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commission allowed. Closing date for ad- 
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publication date. Advertisements which 
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to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
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ASSISTANT NURSING ARTS INSTRUCTOR: 
550-bed general hospital. 300 students. School has 
full League accreditation. Large faculty and 
five nursing arts instructors. Starting salary for 
assistant, $4,380 with increases to $4,740. Op- 
portunity for promotion to full instructor with 
salary increases to $5,340. One month’s vaca- 
tion, 40-hour week, Retirement Plan in addition 
to Social Security and other liberal personnel 
policies. Living facilities attractive. Private 
baths. City has many cultural advantages. Hos- 
pital in a beautiful 40-acre park. Apply Director 
of Nurses, Reading Hospital, Reading, Pa. 


CLINICAL INSTRUCTOR: 6550-bed general 
hospital. 300 students. School has full League 
accreditation. Large faculty; teaching load light. 
Starting salary, $4,740 for Degree in Education 
and no experience; $4,980 for Degree in Nursing 
Education and past teaching experience. In- 
creases to $5,340. One month’s vacation ; 40-hour 
week. Retirement Plan in addition to Social 
Security and other liberal personnel policies. 
Living facilities attractive. Private baths. City 
has many cultural advantages. Hospital in a 
beautiful 40-acre park. Apply Director of Nurses, 
Reading Hospital, Reading, Pa. 

NURSES: Supervisory and General Duty. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D.C. 40-hour week; merit increases. 
Near-by universities for continued education. 
Director of Nursing, Suburban Hospital, Beth- 
esda 14, Md. 


SCIENCE INSTRUCTOR: 550-bed general hos- 
pital, 30 students. School has full League ac- 
creditation. Large faculty, teaching load light. 
Starting salary, $4,740 for Degree in Education 
and no experience ; $4,980 for Degree in Nursing 
Education and past teaching experience. Increases 
to $5,340. One month’s vacation; 40-hour week ; 
retirement plan in addition to Social Security 
and other liberal personnel policies. Living facil- 
ities attractive. Private baths. City has many 
cultural advantages. Hospital in a beautiful 40- 
acre park. Apply Director of Nurses, The Read- 
ing Hospital, Reading, Pa. 


MOVE TO THE GREAT SOUTHWEST. Regis- 
tered Nurses needed for general duty and oper- 
ating room. Good salary and fringe benefits. 
40-hour week. Apply Personnel Office, Harris 
Hospital, Fort Worth, Texas. 
MEDICAL-SURGICAL INSTRUCTOR: B.S. de- 
gree required. N.L.N. fully accredited diploma 
school of nursing, 60 students. Salary depending 
upon qualifications. Four weeks vacation, Social 
Security, liberal personnel policies. Apply Di- 
rector, School of Nursing, St. Luke's Hospital, 
Davenport, Iowa. 


FOR SALE ESTABLISHED NURSING 
HOME: 25 private patients. Extension possibil- 
ities unlimited, 10 acres of beautiful grounds, 
equipped in every detail, fully staffed. Heip- 
quarters in separate building. Central location 
in choice locality near toll road on highway lead- 
ing to North Shore and Chicago. This is a nurs- 
ing home as it should be. Property zoned for 
nursing home or hospital. Bight bathrooms, two 
semibathrooms, garages, etc. It must be seen to 
be appreciated. Sold for cash only. Write: Nurs- 
ing Home, R. 1., Box 158, Mundelein, III. 


INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education, or equivalent, and minimum of two 
years’ experience in two of the following posi- 
tions: instructor, assistant instructor, head nurse. 
400-bed private general hospital with expansion 
program just completed. 125-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 


NURSING ARTS INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences. 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited. 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personnel 
Director, St. Luke’s Hospital, Duluth 11, Minn. 


WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 


BARNES HOSPITAL: Offers to 
accredited schools of nursing a 
course in anesthesia, 


graduates of 
comprehensive 
embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, etc. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, etc. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 


GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 


REGISTERED NURSES 


Positions available for day, evening, and night duty for Intensive 


Units. 
This is our plan for merit increases the first year. 


Asst. Supv. 

H.N. 330 

R.N. (Over 1 Yr. Expr.) 300 

R.N. (Less 1 Yr. Expr.) 300 

Additional $10.00 for each week-end on duty. 
$35.00 for 3-11 or 11-7 duty. 


Other generous employee benefits. 


Starting Salary 
$345 


Care, Surgical, Medical and OB 


1 Mo. 
3 


320 


$10 


Contact the Director of Personnel, 
The Methodist Hospital, 6516 Bertner Ave., Houston 25, Texas 
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Please send us your new address, together with the address imprint from a 


recent issue sent to you at your old address. 
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BUSY 

T0 
LIVE 


Are you really too busy to have a thorough health 
checkup once a year? Or do you keep putting it off 
because you’re afraid your doctor might find some- 


thing wrong? 


If it’s cancer you're worried about, just remember 
that, thanks to medical progress, doctors are cur- 
ing many more cancers than they could ten years 
ago. In fact, 800,000 Americans are alive and well 
today, cured of cancer...many of them because 
they had made a habit of having annual checkups 
no matter how well they felt...all of them 
because they went to their doctors in time! 
Make annual checkups a habit...for life! 


AMERICAN CANCER SOCIETY 
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